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Executive summary
The Sustainable Development Goals (SDGs) repre sent an 
exponential advance from the Millennium Development 
Goals, with a substantially broader agenda affecting all 
nations and requiring coordinated global actions. The 
specific references to mental health and substance use as 
targets within the health SDG reflect this transforma tive 
vision. In 2007, a series of papers in The Lancet synthesised 
decades of inter disciplinary research and practice in 
diverse contexts and called the global com munity to action 
to scale up services for people affected by mental dis ­
orders (including sub stance use disorders, self­harm, 
and dementia), in particular in low­income and middle­
income countries in which the attainment of human 
rights to care and dignity were most seri ously com­
promised. 10 years on, this Commission re assesses the 
global mental health agenda in the context of the SDGs.
Despite substantial research advances showing what can 
be done to prevent and treat mental disorders and to 
promote mental health, translation into real­world effects 
has been painfully slow. The global burden of disease 
attributable to mental disorders has risen in all countries 
in the context of major demographic, environmental, and 
sociopolitical transitions. Human rights violations and 
abuses persist in many countries, with large numbers of 
people locked away in mental institutions or prisons, or 
living on the streets, often without legal protection. The 
quality of mental health services is routinely worse than 
the quality of those for physical health. Government 
investment and develop ment assist ance for mental health 
remain pitifully small. Collective failure to respond to this 
global health crisis results in monumental loss of human 
capabilities and avoidable suffering.
A historic opportunity exists to reframe the global mental 
health agenda in the context of the broad conceptualisation 
of mental health and disorder en visioned in the SDGs. 
This opportunity is supported by the passing of WHO’s 
Comprehensive Mental Health Action Plan, the ratification 
of international conven tions protecting the rights of people 
with psychosocial disabilities, the convergence of evidence 
from diverse scientific disciplines on the nature and causes 
of mental health problems, the ubiquitous availability of 
digital technology, and the growing consensus among 
diverse stakeholders about the need for action and what 
this action should look like. This Commission grasps the 
opportunity presented by the SDGs to broaden the global 
mental health agenda from a focus on reducing the 
treatment gap for people affected by mental disorders to 
the improvement of mental health for whole populations 
and reducing the contribution of mental disorders to the 
global burden of disease. The Commission grounds this 
reframed agenda on four foundational pillars.
(1) First, mental health is a global public good and is 
relevant to sustainable development in all countries, 
regardless of their socio economic status, because all 
countries can be thought of as developing countries in the 
context of mental health. (2) Second, mental health 
problems exist along a continuum from mild, time­limited 
distress to chronic, progressive, and severely disabling 
conditions. The binary approach to diagnosing mental 
disorders, although useful for clinical practice, does not 
accurately reflect the diversity and complexity of mental 
health needs of individuals or populations. (3) Third, the 
mental health of each individual is the unique product of 
social and environmental in fluences, in particular during 
the early life course, interacting with genetic, neuro­
developmental, and psych ological processes and affecting 
biological pathways in the brain. (4) Fourth, mental health 
is a fundamental human right for all people that requires a 
rights­based approach to protect the welfare of people with 
mental disorders and those at risk of poor mental health, 
and to enable an environment that promotes mental health 
for all.
Realising this reframed agenda will require six key 
actions. The Commission fully recognises the diversity of 
settings across countries and within countries and suggests 
that the starting point for staged implementation of its re­
commendations will differ according to particular settings 
and the availability of human and financial resources. First, 
mental health services should be scaled up as an essential 
component of universal health coverage and should be 
fully integrated into the global response to other health 
priorities, including non­communicable diseases, maternal 
and child health, and HIV/AIDS. Equally, the physical 
health of people with severe mental disorders should be 
emphasised in such integrated care. Second, barriers and 
threats to mental health need to be addressed; these 
include the lack of awareness of the value of mental health 
in social and economic develop ment, the lack of attention 
to mental health promotion and protection across sectors, 
the severe demand­side constraints for mental health care 
caused by stigma and discrimination, and the increasing 
threats to mental health due to global challenges such as 
climate change and growing inequality. Third, mental 
health needs to be protected by public policies and 
developmental efforts; these intersectoral actions should 
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be undertaken by each country’s leaders to engage a wide 
range of stakeholders within and beyond health, including 
sectors in education, workplaces, social welfare, gender 
empowerment, child and youth services, criminal justice 
and development, and humanitarian assistance. These 
interventions should target social and environmental 
determinants that have a crucial influence on mental 
health at developmentally sensitive periods, particularly in 
childhood and adol escence, for the promotion of mental 
health and the prevention of mental disorders. Fourth, new 
opportunities should be embraced, including those offered 
by the innovative use of trained non­specialist individuals 
and digital technologies, to deliver a range of mental health 
interventions, and the mobilisation of the voices of people 
with lived experience of mental disorders. Fifth, sub stantial 
additional investments should be made urgently because 
of the strong economic and health case for increased 
investments in mental health. Although add itional re­
sources are essential, an immediate opp ortunity exists for 
efficient and effective use of existing resources—for 
example, through the redistribution of mental health 
budgets from large hospitals to district hospital and 
community­based local services, the intro duction of early 
interventions for emerging mental disorders, and the 
re­allocation of budgets for other health priorities to 
promote integration of mental health care in established 
platforms of delivery. Finally, investments in research and 
innovation should grow and harness novel approaches 
from diverse disciplines such as genomics, neuro science, 
health services research, clinical sciences, and social 
sciences, both for implementation research on scaling up 
mental health interventions and for discovery research to 
advance understanding of causes and mechanisms of 
mental disorders and develop effective interventions to 
prevent and treat them.
This Commission proposes a broad and integrated set 
of indicators to monitor progress for mental health in the 
SDG era, spanning the social determinants of mental 
health, the mental health status of populations, and the 
inputs into and outcomes of mental health services and 
systems. We call for the establishment of a partnership to 
transform mental health globally, whose goals would be 
the mobilisation and disbursement of funds, enabling the 
utilisation and monitoring of these funds, and evaluation 
of the effect of the actions proposed by the Commission. 
Such a partnership should include the UN and de­
velopment agencies, academic institutions and non­
governmental organisations, the private sector, organisa­
tions representing the voices of people with lived 
ex periences and their family members, and policy makers 
from national and international agencies.
This Commission reframes mental health by bringing 
together knowledge from diverse scientific perspectives 
and real­world experiences to offer a fresh, ambitious, 
and unified vision for action. Our conceptualisation is 
aligned with, and will give further impetus to, the central 
SDG principle to leave no one behind and to the notions 
of human capabilities and capital. We believe in both the 
inherent right of every person to mental health and in the 
idea that mental health can facilitate sustainable socio­
economic development, improved general health, and a 
more equitable world. Urgent action to fully implement 
our recommendations will not only hasten the attainment 
of the mental health targets of the SDGs, but indeed 
many of the other SDG targets as well.
The journey so far
In 2015, all nations united around a shared mission of 
achieving the Sustainable Development Goals (SDGs). 
The SDGs were an exponential advance from the 
Millennium Development Goals, both in their aspiration 
to encompass a substantially broader agenda and through 
their recognition that these were global concerns, affecting 
all nations and requiring global actions to address them. A 
notable example of this transformative vision was the 
recognition that health burdens went beyond the focus of 
the Millennium Development Goals on a selection of 
infectious diseases and maternal and child health (the 
leading causes of the burden of disease in low­income 
countries). As such, non­communicable diseases, mental 
health, and substance abuse received recognition, and 
targets and indicators related to these were specified 
(panel 1). With this, decades of science and advocacy for 
mental health to achieve its rightful place in the global 
development agenda had finally succeeded.
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Panel 1: UN Sustainable Development Goals specifically pertaining to mental health
SDG 3: Ensure healthy lives and wellbeing for all at all ages
• Target 3·4: countries should “reduce by one third premature mortality from 
non-communicable diseases through prevention and treatment and promote mental 
health and wellbeing” by 2030
• Indicator 3·4·2: suicide mortality rate
• Target 3·5: countries should “strengthen the prevention and treatment of substance 
abuse, including narcotic drug abuse and harmful use of alcohol” 
• Indicator 3·5·1: coverage of treatment interventions for substance use disorders
• Indicator 3·5·2: harmful use of alcohol (per capita consumption)
• Target 3·8: countries should “achieve universal health coverage, including financial risk 
protection, access to quality essential health-care services and access to safe, effective, 
quality and affordable essential medicines and vaccines for all” 
• Indicator 3·8·1: coverage of essential health services (defined as the average 
coverage of essential services based on tracer interventions that include 
reproductive, maternal, newborn, and child health, infectious diseases, non-
communicable diseases, and service capacity and access, among the general and 
the most disadvantaged population) 
• Indicator 3·8·2: number of people covered by health insurance or a public health 
system per 1000 population
SDG=Sustainable Development Goal
Figure 1: The evolution of global mental health
mhGAP=Mental Health Gap Action Programme.
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The Disease Control Priorities-3 published recommendations for 
cost-effective packages of care for the prevention, treatment, and care of 
mental disorders that are feasible for delivery through a range of platforms 
(from the community to specialist) and that can be prioritised as the mental 
health component of universal health coverage.
The Caracas Declaration of Mental Health and Human Rights emphasised 
the need for developing psychiatric care in close links with primary care 
through community-based services and advocated the need to anchor, in 
a legal framework, the restructuring of the services and to assure proper 
safeguards for the human and civil rights of patients.
1990
WHO’s World Health Report focused on mental health for the first time and 
presented a public health perspective on mental health along with 
providing practical guidance to policy makers.
WHO’s Mental Health Atlas provided, for the first time, comparable data 
from the majority of countries on some basic indicators on mental health 
services and systems. Further editions have been published in 2005, 2011, 
2014, and 2018.
2001 2001
The World Mental Health Report highlighted the large, and growing, burden 
of mental disorders in low-income countries, their strong association with 
social determinants (such as poverty, displacement, and violence), and the 
pervasive lack of care and abuse of human rights.
1995
The Lancet’s first Global Mental Health series emphasised the large treatment 
gaps for mental disorders in low-income and middle-income countries, and 
called for services for mental disorders to be scaled up, guided by the evidence 
of cost-effective interventions and respect for human rights.
2007 2007
The Movement for Global Mental Health, a virtual alliance of people affected 
by mental disorders and practitioners of global mental health was formed to 
collectively champion the attainment of the call to action.
The Grand Challenges in Global Mental Health, the most comprehensive 
priority setting exercise to guide research in global mental health, identified 
implementation questions as the leading priority, ushering in a wave of new 
funding for global mental health research.
The Convention on the Rights of Persons with Disabilities was 
adopted, and quickly signed and ratified by most countries in the 
world, coming into force in 2008. The Convention promotes, 
protects, and ensures the full and equal enjoyment of all human 
rights and fundamental freedoms by all people with disabilities, and 
promotes respect for their inherent dignity.
WHO’s mhGAP initiative committed WHO to providing evidence-based 
guidance and assistance to countries for scaling up care for mental, 
neurological, and substance use disorders. Over the next 10 years, the 
initiative assisted more than 100 countries.
2008
WHO’s Mental Health Action Plan was adopted with the highest level of 
political commitment from all 194 ministers of health in the World Health 
Assembly, and clear objectives, actions, indicators, and targets for 8 years.
2013
The ratification of the Sustainable Development Goals 
recognised the promotion of mental health, prevention of 
mental and substance use disorders, and universal health 
coverage as targets of the health goal.
2015
2011
2007
2016
The Lancet Commission on global mental health and sustainable 
development proposes a reframing of mental health to concurrently address 
the prevention and quality gaps alongside the treatment gap (for both 
clinical and social care interventions) to reduce the global burden of mental 
disorders.
2018
The Out of the Shadows meeting and declaration of the World Bank and WHO 
recognised mental health not just as a global health priority, but as a global 
development priority.
2016
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The field of global mental health has played a key part 
in the inclusion of mental health in the SDGs. Global 
health has been variously defined as a field that “places a 
priority on improving health and achieving equity in 
health for all people worldwide”.1 In line with its parent 
discipline, the focus of global mental health has been on 
reducing mental health disparities between and within 
nations.2 Global mental health is the product of decades 
of interdisciplinary research and practice in diverse 
trans national contexts. A series of publications from the 
early 1990s (figure 1) led to a call to action in The Lancet in 
2007 to scale up services for people affected by mental 
disorders built on the twin foundations of cost­effective 
interventions and respect for human rights in all 
countries, but in particular in low­income and middle­
income countries (LMICs) where the realisation of these 
rights was most seriously compromised.3
The goal of this Commission is to reframe global 
mental health within the paradigm of sustainable dev­
elopment. We propose a substantial expansion of the 
global mental health agenda, building on its achieve­
ments but also recognising the limitations of its extant 
principles and strategies. This Commission attempts to 
reframe the global mental health agenda in several ways. 
First, our scope is global and we address concerns that 
are relevant in all countries. When it comes to mental 
health, all countries can be thought of as developing 
countries, and vast inequities exist in the distribution of 
and access to mental health resources, not only between 
but also within countries. Instead of the conventional 
classification of countries according to their income 
status, we use a resource­based classification of contexts 
in our analysis. We advocate for countries to use available 
planning tools to set targets for inputs (eg, budgets, staff, 
and beds), processes (eg, numbers of skilled providers), 
and outcomes (eg, improved men tal health).4 Second, 
from a nosological perspective, we acknowledge that the 
binary approach to the diag nosis of mental disorders—
although useful for health professionals—does not 
adequately reflect the dimensional nature of mental 
health or the experience of people affected. Instead, we 
propose a hybrid staged model and show how such an 
approach is not only of utility to providers across the 
spectrum (from community health workers to mental 
health professionals), but also more accurately reflects 
the distribution of symptoms of mental ill health, is 
more attuned to the lived experience of people with 
mental disorders, and provides better optimisation of the 
allocation of resources for interventions than the binary 
approach. Third, in terms of the causes of mental ill 
health, we emphasise a convergent model of mental 
health, rec ognising the complex interplay of psychosocial, 
environmental, biological, and genetic factors across the 
life course, but in particular during the sensitive dev­
elopmental periods of childhood and adolescence. 
Fourth, we call for the actualisation of mental health as a 
fundamental human right for all people, with a specific 
focus on those who are at highest risk of having their 
rights denied, including people living in institutions 
(including prisons), those who are homeless, and those 
(such as refugees) who are affected by severe adversities 
such as conflict.
In the context of reframing mental health, the 
Commission seeks to emphasise the global mental health 
goal of reducing the treatment gap, or more accurately 
the care gap,5 for people affected by mental disorders. We 
also seek to reduce the burden of mental disorders by 
addressing the quality gap (ie, the quality of care received 
by people with mental disorders) and the prevention gap 
(ie, the coverage of interventions that target the risk 
factors for mental disorders). The burden of mental 
disorders can only be reduced through the combined 
actions of the preven tion of mental disorders and the 
effective clinical and social care of people with mental 
disorders. We include dementia and suicide within the 
scope of our Commission because mental health of the 
affected person and their caregivers is a major focus of 
care for dementia, and suicide is often the consequence 
of mental disorders. Before we describe the principles for 
reframing global mental health and its implications for 
policy and practice, we briefly review the history of this 
field, and its impact and limitations.
History of global mental health
The initial perspective on global mental health was 
characterised by two epistemologies: the emic approach of 
social anthropologists and cultural psychiatrists who 
analysed mental disorders as shaped by social and cul tural 
forces, and the etic approach of clinicians and epi ­
demiologists who analysed mental disorders as if they 
were not biologically different from other medical 
Figure 2: The rising burden of mental and substance use disorders, 
Alzheimer’s disease and other dementias, and suicide (self-harm) 
by SDI groups
Data are Global Burden of Disease health data. SDI is a summary measure of a 
geography’s sociodemographic development and is based on average income 
per person, educational attainment, and total fertility rate. 
SDI=sociodemographic index. DALY=disability-adjusted life-year.
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disorders and could therefore be conceived as universal 
conditions. From the 1970s, a new generation of inter­
disciplinary collaboration (including the work of scholars 
whose expertise encompassed both approaches) led to the 
emergence of a “new cross­cultural psychiatry”.6,7 This 
approach recognised the key contributions and comple­
mentarities of both schools and promoted the study of 
mental disorders in diverse populations with balanced 
acknowledgment of their universal features and the crucial 
contribution of contextual and cultural influences. This 
body of work led to four transformational shifts that 
heralded the emergence of global mental health.
The first shift concerned the nature of mental disorders 
and, consequently, the content of interventions. The bio­
medical approach was progressively considered as just 
one among other dimensions of mental health. In a 
historic article,8 George Engel coined the term bio­
psychosocial. Subsequent contributions showed the 
multifaceted nature of the cause and treatment of mental 
disorders, leading to the conclusion that mental dis orders 
should be considered as conditions of people always 
in transaction with social and environ mental contexts. 
The concept of social suffering en compassing human 
problems that result from political, economic, and in­
stitutional power emphasised the need for structural 
and social inter ventions in comprehen sive responses 
to address mental health problems.9 Simultaneously, 
sub stance use dis orders were con ceptualised as com­
plex, chronic health conditions with a relapsing nature, 
challenging their interpreta tion as examples of moral 
failure or criminal behaviour. Approaches to tackle these 
disorders changed from criminal justice­based to public 
health­based.10
The second shift concerned where mental health care is 
provided and was represented by the progressive shift 
from institutional care to community care, a process 
known as deinstitutionalisation. As a result of a reframing 
of the ethical, social, and administrative considerations 
related to mental health care, the availability of new drugs, 
and the growth of the human rights movement, the 
number of psychiatric beds decreased in many high­
income countries from the 1950s. Some clinical and 
rehabilitation activities were moved outside hospitals, 
psychiatric wards were created in general hospitals, and 
mental health was integrated into primary health care, 
entirely replacing the psychiatric hospitals in some 
countries (eg, Italy11) or moved into the community 
(eg, the Aro Village System in Nigeria12).
The third shift concerns the idea of who is the provider. 
Mental health promotion, and prevention, treatment, 
and recovery from mental disorders, were no longer the 
prerogative of a single group of experts (historically 
psychiatrists). Instead, a diverse variety of people have 
become active in this area, from a range of mental health 
professionals, to various non­specialist providers, such 
as community health workers, teachers, law enforcement 
officers, and (as exemplified by the fourth shift) people 
with lived experience  and caregivers. In short, mental 
health was considered everybody’s business.13
The fourth shift is exemplified by the expression 
”nothing about us without us”. This expression is much 
more than a slogan borrowed from disability activism by 
people with lived experience of mental disorders claiming 
their empowerment. It is a fundamental, rights­based 
component of the ethos of mental health­care provision 
and research,14 from championing the engagement of 
people in service delivery to recognising the recovery 
approach (which places the wishes and expressed needs 
of people affected by mental disorders at the heart of 
mental health care).15
Scientific foundations of global mental health
These shifts have been buttressed by evidence in 
four domains that led to the emergence of the discipline 
of global mental health. 
The social determinants of mental disorders
Research consistently showed a strong association between 
social disadvantage and poor mental health. Poverty, 
childhood adversity, and violence emerged as key risk 
factors for the onset and persistence of mental disorders 
that, in turn, were associated with loss of income due 
to poor educational attainment and reduced employ­
ment opportunities and productivity.16 These com plex, 
multidirectional pathways led to a vicious cycle of dis­
advantage and mental disorders and suggest a crucial role 
for mental disorders in the intergenerational trans mission 
of poverty.
Figure 3: The global burden of mental and substance use disorders, Alzheimer’s disease and other dementias, 
and suicide (self-harm) in DALYs across the life course
Data are Global Burden of Disease health data (2016). One DALY represents 1 lost year of healthy life. The sum of 
DALYs across the population, or the burden of disease, is a measurement of the gap between current health status 
and an ideal health situation in which the entire population lives to an advanced age, free of disability and disease. 
DALY=disability-adjusted life-year.
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Global burden of disease attributable to mental disorders
A transformative methodological breakthrough occurred 
in the early 1990s with measurement of the global burden 
of disease in disability­adjusted life­years (DALYs), 
allowing the burden of mental disorders to be compared 
with other health conditions by estimating their con­
tribution to both years of life lived with disability and to 
premature mortality. Global burden of disease attrib­
utable to mental disorders (primarily through years lived 
with disability and led by depressive and alcohol use 
disorders) was large at the time of the first report in 1996 
and has increased steadily in the subsequent two decades, 
due, in part, to demographic and epidemiological tran­
sitions (figure 2 and figure 3).17 This high burden is likely 
to be an underestimate because of high premature 
mortality associated with mental disorders and the fact 
that dementia and suicide were not included in the 
burden attributed to mental disorders.18 For example, 
although less than 1 million deaths are attributed to 
mental disorders, natural history models showed that 
about 13 million excess deaths occurred in 2010 in people 
with mental disorders.19
Inadequate investments in mental health care
The allocations for mental health care in national health 
budgets and investments in mental health research in 
health research budgets were disproportionate to the 
burden of mental health con ditions in all countries. The 
relatively small investment allocated (less than 1% of the 
national health budget in low­income countries)20 was 
largely spent on mental hospitals—large, stand­alone 
institutions separated from the community, many of 
which were built decades ago. Thus, the funding allocated 
for community­oriented, person­centred care, with a focus 
on integration in routine health and social care platforms, 
was negligible (appendix p 26, figure S1: Percentage of 
total health spending on mental health compared to the 
burden of disease [DALYs and YLDs] for all mental health 
problems, by country income level).
The near absence of access to quality care globally
 A consequence of this low investment was the very large 
treatment and care gaps for people with mental disorders. 
The World Mental Health Surveys, with 84 850 community 
adult respondents in 17 countries, reported that the pro­
portion of people with an anxiety, mood, or substance use 
disorder using any mental health service in the previous 
12 months ranged from 1·6% in Nigeria to 17·9% in the 
USA.21 Furthermore, the quality of care received by many 
people, in particular those affected by severe mental 
disorders and disabilities, was poor in all countries and 
was often associated with abuses of their fundamental 
human rights (eg, forced restraints, physical and sexual 
violence, and torture; figure 4).22
The emergence of global mental health 
The rich, interdisciplinary heritage described in the 
previous sections laid the foundation for the 2007 Lancet 
Series3 on global mental health. The authors of the Series 
concluded that the high burden of mental disorders and 
unmet needs for care constituted a global health crisis. 
After much deliberation on what might be the most 
urgent, clear, and specific call to action for the global 
health community, the authors focused on the needs of 
people affected by a mental disorder, calling for actions to 
reduce the treatment gap by scaling up the coverage of 
services for mental disorders in all countries, but especially 
in LMICs.3
In the years after the publication of the Lancet Series 
there was a tangible increase in attention given to the 
treatment gap in LMICs, as evidenced by the increase in 
development assistance for mental health that more than 
doubled in absolute dollars in the years immediately 
after 2007.23 WHO launched its flagship Mental Health 
Gap Action Programme to scale up care for mental, 
neurological, and substance use disorders in LMICs24 
and developed a series of seminal publications that 
provide guidance to health practitioners in non­specialist 
settings on treatments for these disorders, track the 
status of mental health systems at the country level,25 and 
establish standards of care.26 The WHO Comprehensive 
Mental Health Action Plan (2013–20),27 agreed on by all 
nations of the world, set out a plan for a broad range of 
mental health­related targets. The Disease Control 
Priorities Network published its recommendations28 
Figure 4: Examples of torture and incarceration of people with mental disorders
(A) View of a rehabilitation centre in Indonesia. In 2012, no housing was available and many of the residents were 
confined in a large cage enclosed pavilion without sanitation facilities, men and woman living separated by a wire 
wall. Photograph credited to Andrea Star Reese. (B) Villagers chained a 32-year-old person with mental illness, 
apparently behaving in a threatening manner, to a tree for 8 days at Balurghat in West Bengal, India. Photograph 
credited to the Press Trust of India. (C) A national psychiatric hospital ward in a resource-limited setting, May, 
2018. Photograph credited to Giuseppe Raviola. (D) Incarceration of a woman with intellectual disability in a social 
care home in Göd, Hungary, April, 2017 (by permission of the  Validity Foundation).
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showing governments and development agencies which 
interventions should be scaled up through diverse plat­
forms from the community to specialist care, ultimately 
forming the mental and neurological health component 
of the package of interventions for universal health 
coverage. Notably, both reports took a broad view of 
mental health, emphasising the continuum from the 
promotion of mental health and prevention of mental 
disorders to treatment, long­term care, recovery, and 
inclusion of people with mental disorders.
Concurrently, reform initiatives in specific countries 
influenced and promoted a public health approach to 
mental health care. In Brazil, the government sought to 
correct decades of emphasis on psychiatric institutions 
with a more balanced provision of medical and psycho­
social interventions in community­based settings.29 In 
2017, India passed a landmark mental health care 
bill entitling people with mental disorders to access 
comprehensive medical and social care services in 
community settings.30 In 2012, Ghana passed a revised 
mental health act after years of advocacy by a coalition 
of the mental health community, non­governmental 
organisa tions, the Ghanaian Ministry of Health, and 
WHO. China’s commitment to mental health care is 
exemplified by a mental health law that entered into 
effect in 2013 and massive expansion of coverage of care 
through its 686 programme.31 England launched a 
national pro gramme for improving access to evidence­
based psychological treatments,32 and countries affected 
by conflict or natural disasters, such as Sri Lanka and 
Rwanda, used the crisis response to the mental health 
care needs of traumatised and displaced popula tions as 
the foundations for a sustainable mental health­care 
system.33 Global age­standardised suicide rates have 
fallen by 24% between 1990 and 2016 (China alone 
witnessed a fall of more than 50%), but the precise 
reasons for this decrease remain uncertain.17
In 2011, the Grand Challenges in Global Mental Health 
initiative, led by the US National Institute of Mental 
Health (NIMH), prioritised implementation research 
questions to reduce the treatment gap for mental disorders 
(panel 2).34 This publication was followed by a slew of 
research initiatives, including investment of nearly 
US$60 million between 2011 and 2016 by NIMH to 
support research and training in global mental health and 
16 international hubs for research on task sharing and 
scaling up mental health interventions. Additionally, 
Grand Challenges Canada invested CAN$42 million to 
support 85 projects addressing some of these imple­
mentation science priorities in 31 LMICs. In 2017, the 
Global Alliance for Chronic Diseases con sortium of 
funding agencies selected global mental health for its 
annual call, and the UK Research Councils invited bids for 
global mental health re search programmes, promoting a 
similar implementation science agenda.
Civil society began to partner with mental health pro­
fessionals to promote a shared vision, the most notable 
example being the Movement for Global Mental Health 
that launched in 2008 as a virtual global alliance. By 
March, 2018, the movement comprised 220 member 
institutions representing diverse stakeholders from aca­
demics to people affected by mental disorders.34 Since 
2013, the movement has been led by people affected by 
mental disorders (the current leader is an author of this 
Commission). During the movement’s fifth summit in 
Johannesburg, South Africa in February, 2018, the Global 
Mental Health Peer Network was launched. In several 
countries, prominent individuals have disclosed their 
personal accounts of living with mental disorders, in­
dicating the growing recognition of this form of human 
suffering. The field of global mental health has become a 
respected discipline with academic programmes and 
centres in universities around the world, specialist 
journals and books on the subject, and an annual calendar 
of scientific events; not surprisingly, the discipline has 
been described as having come of age.2
Threats to global mental health 
Despite these tangible effects, the journey towards 
justice for people with mental disorders has only just 
begun and potential threats remain. First, very little 
evidence exists to show substantial reductions in the 
treatment gap. Recent national surveys from India and 
China, home to one third of the global population, report 
that more than 80% of people with any mental or 
substance use disorder did not seek treatment.35,36 Even 
when treatment is sought, its quality is poor—the World 
Mental Health Surveys reported that one in five people 
with depressive disorder received minimally adequate 
treatment in high­income countries, dropping to just 
one in 27 in LMICs.37 Recovery­oriented community 
mental health services are in accessible to the over­
whelming majority of the global population, and in­
patient care, including emergency care and long­term 
social care, is dominated by large in stitutions or prisons. 
Panel 2: The five leading grand challenges for global 
mental health34
1 Integrate core packages of mental health services into 
routine primary health care
2 Reduce the cost and improve the supply of effective 
psychotropic drugs for mental, neurological, and 
substance use disorders
3 Train health professionals in low-income and 
middle-income countries to provide evidence-based care 
for children with mental, neurological, and substance use 
disorders
4 Provide adequate community-based care and 
rehabilitation for people with chronic mental illness
5 Strengthen the mental health component in the training 
of all health-care professionals to create an equitable 
distribution of mental health providers
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Tens of thousands of people with mental disorders are 
chained in their own homes, or in prayer camps and 
traditional healing facilities. Poorly planned imple­
mentation of deinstitutionalisation leads to premature 
mortality and the arrest and imprisonment of discharged 
patients. In 2016, a tragic case occurred in South Africa 
when the Gauteng Department of Health stopped 
funding a large 2000­bed facility and allowed the dis­
charge of vulnerable people with psychosocial dis ability 
into unlicensed community residential facilities, leading 
to the death of over 140 people.38
Second, financial resources allocated for mental health 
by governments and from development assistance for 
mental health for many of the poorest countries, remain 
alarmingly low. Despite showing absolute increases in 
funding since 2007, development assistance for mental 
health has never exceeded 1% of the global development 
assistance for health23 and was just US$0·85 per DALY 
compared with $144 for HIV/AIDS and $48 for 
tuberculosis and malaria in 2013.39 The allocations for 
child and adolescent mental health, arguably the most 
important developmental phase in the context of pre­
vention, is just 0·1% of total development assistance for 
health.40 The economic consequences of this low 
investment are staggering, with an estimated loss of 
US$16 trillion to the global economy due to mental 
disorders (in the period 2010–30), driven in part by the 
early age of onset and loss of productivity across the 
life course.41
Third, pharmacological and other clinical interven tions 
for mental disorders, although transformative in reducing 
individual suffering and disability and comparable or 
superior to interventions for other chronic conditions,42 
could have limited effects on the population­level burden 
of mental disorders. An analysis of data from 1990 to 2015 
from four high­income countries (Australia, Canada, 
England, and the USA) showed that the prevalence of 
mood and anxiety disorders and symptoms has not 
decreased, despite substantial in creases in the provision 
of treatment (particularly antidepressants) and no in­
crease in risk factors. The authors called for attention to 
the quality gap and prevention gap, including investments 
in early inter ventions.43 Compounding this limitation, 
advocacy for mental health has been hampered by the 
reliance on input indicators (eg, financial and human re­
sources) and, to a more limited extent due to paucity of 
data, process indicators rather than outcome indicators 
(eg, improved mental health).
Fourth, multiple transitions facing the global popula­
tion are drivers for poor mental health, notably the 
increase in some social determinants (such as pandemics, 
conflict, and displacement), increased global income 
inequal ity, growing economic and political uncertainties, 
rapid urbanisation, and environmental threats (such 
as in creased natural disasters associated with climate 
change).44,45 Major demographic and epidemiological 
trans itions are in progress globally, characterised by a 
growth in young populations in LMICs and a steadily 
ageing global population. These transitions have led to an 
increased number of people entering risk periods for the 
onset of mental disorders, including psychoses, substance 
use, and mood disorders in young adults and dementia in 
older people. Although some social transitions are likely 
to be salutary for mental health—for example, reductions 
in the proportion of the population living in absolute 
poverty—the increase in other adverse social determinants 
(such as income inequality coupled with demographic 
transitions) is likely to lead to an overall increase in the 
number of people at risk of mental disorders. This in­
crease is already evident from the dramatically increas­
ing contribution of mental disorders to the global burden 
of disease.
Fifth, the biomedical framing of the treatment gap has 
attracted criticism from some scholars and activists 
championing a cultural perspective and representing 
people with the lived experience of mental disorders. 
These voices fear that a biomedical emphasis will take 
priority over indigenous traditions of healing and recovery, 
medicalise social suffering, and promote a western 
psychiatric framework dominated by pharmaceutical inter­
ventions.46 Tension has developed between people who 
believe that the UN Convention of the Rights of Persons 
with Disabilities (CRPD) enshrines the right to autonomy 
in decision making about treatment to all people with 
mental disorders (or psychosocial disabilities, the term 
used in the CRPD) in all circum stances, and people who 
believe that mental health laws provide appropriate 
guidelines that allow for substituted decision making in 
the best interests of the individual when the mental 
disorder profoundly interferes with the person’s capacity to 
make informed decisions.47
Finally, advocacy for global mental health has been 
threatened by fragmentation caused by diverse con­
stituencies and scientific perspectives. Each view, including 
the happiness agenda promoted by some economists, 
specialist care for mental disorders promoted by clinical 
practitioners, fighting discrimina tion promoted by civil 
society activists, and mapping the human brain promoted 
by neuroscientists, offers a distinct perspective and 
direction to pursue. An example is the concern of mental 
health professionals that they could lose professional 
identity and power, or that clinical standards might be 
compromised through the adoption of task­sharing 
models of care. These concerns lead to divergent or even 
contradictory messages passed to governments by the 
diverse stakeholders concerned with mental health, 
resulting in a lack of coherent plans to address mental 
health. Compounding this fragmentation within the field, 
there has been, and perhaps still is, the risk of global 
mental health becoming yet another silo, unlinked to other 
momentous initiatives in global health, such as Every 
Woman Every Child, Global Accelerated Action for the 
Health of Adolescents, or universal health coverage. 
This lack of collaboration is exemplified by inadequate 
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engage ment with mental health in the training and 
practice of general health­care professionals or the agenda 
of global health policy and funding on one hand, and lack 
of engagement with the global health and development 
agenda in the training and practice of mental health 
professionals on the other.
Mental health in the era of sustainable development
Over a decade after the 2007 Lancet Series that propelled 
mental health into the global health spotlight, it is time to 
consider in which direction the field should go in the next 
decade and beyond. Although the existing agenda to 
improve the detection of mental disorders and access to 
care is very far from being attained and remains a priority, 
its attainment is unlikely to substantially alter SDG targets 
or lead to a reduction in the global burden of mental 
disorders unless the agenda is expanded to address the 
prevention gap and the quality gap in mental health care.43 
This Commission proposes a reframing and a broadening 
of the scope of global mental health and a scaling up of 
innovative strategies to reduce the global burden of mental 
disorders (panel 3). Our final section draws together 
evidence to show how countries, communities, and 
citizens can address the pervasive structural and attitudinal 
barriers to meeting global mental health priorities. We 
build on the Grand Challenges in global mental health34 to 
propose the directions for future research and present a 
blueprint of the range of indicators capturing determinants 
of mental health, and delivery of mental health inter­
ventions, which could be used to monitor the progress of 
countries in achieving the SDG target and as indicators for 
mental health.
The global community has a historic opportunity to 
reframe the global mental health agenda by use of the 
broader conceptualisation of mental health and disorder, 
and to position this agenda as an integral element of the 
SDGs. These opportunities are supported by the passing 
of the WHO’s Comprehensive Mental Health Action 
Plan, acknowledgment of mental health as a global 
development issue in the 2016 summit hosted by the 
World Bank and WHO, the inclusion of mental health in 
the agenda of WHO’s High Level Commission on 
Non­Communicable Diseases,48 the potential for a grand 
convergence across disciplines (both in terms of the 
study of the causes of mental disorder and mental 
health interventions), and the growing consensus 
and convergence of partners and stakeholders. This 
Commission builds on these unique opportunities to 
pave the way for a reframing of mental health by bring­
ing together knowledge and evidence from diverse 
disciplinary perspectives, and offers a fresh, ambitious, 
and unified vision for action. Our goal is to ensure that 
the vision of mental health as a global public good, 
central to the concept of human capital,49 is realised, not 
only to accelerate the attainment of the mental health 
specific goals of the SDGs, but of many other SDGs 
as well.
Reframing mental health
In this section, we present the three guiding principles 
that underpin this Commission. The first principle is 
the expansion of mental health from the existing focus 
on clinically defined mental disorders to a broader 
dimensional approach to mental health (panel 3). The 
second principle is one of convergence, which refers to 
the alignment of evidence from diverse fields, including 
the genetic, developmental, social, and biological determi­
nants of mental health. The final principle upholds mental 
health as a universal and basic human right. From a social 
justice perspective, this principle emphasises the rights of 
vulnerable populations (such as those fleeing conflict), 
who are at an increased risk of developing mental dis­
orders, as well as the rights of people already living with 
mental disorders.
Dimensional approach to mental health
Mental health and mental disorders have been under ­
stood in various ways by different historical and cultural 
traditions, and by different academic disciplines. Trends in 
global health and development, including those prompted 
by SDGs, necessitate a reflection on the conceptual 
basis of mental health, wellbeing, mental disorder, and 
psychosocial disabilities. In this section, we describe the 
nature and dimensions of mental health and mental 
disorder, to provide a framework for debate, research, and 
action. We expand the vision of global mental health in 
three ways: first, balancing the focus on treatment, 
rehabilitation, care, and recovery with an equal emphasis 
on the promotion of mental health and the prevention of 
mental disorder, particularly interven tions early in the life 
Panel 3: A fresh perspective on global mental health and sustainable development
The agenda of global mental health should be expanded from reducing the treatment 
gap to reducing the global burden of mental and substance use disorders by concurrently 
addressing the prevention and quality gaps, and extending the scope of treatment to 
include social care.
We propose three key principles for the reframing of mental health:
• A staged approach to understanding and responding to mental health problems, as 
opposed to the binary approach of current classifications
• Reconciling the nurture versus nature debates by converging the findings of the social 
and biological determinants of mental health problems on a life course trajectory of 
neurodevelopmental processes
• Recognising mental health as a fundamental human right for all people, in particular 
for people whose mental health is at risk or is already impaired
Four innovations in global mental health interventions should be scaled up:
• Task-sharing of psychosocial interventions to non-specialised workers as the 
foundation of the mental health-care system
• Coordination of this foundation with primary and specialist care to achieve a balanced 
model of care
• Adoption of digital platforms to facilitate the delivery of interventions across the 
continuum of care
• Implementation of community-based interventions to enhance the demand for care
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course; second, adopting a staging approach to the 
identifica tion and diagnosis of mental disorder, rec­
ognising the potential benefits of interven tion at each 
stage; and third, embracing diverse global ex periences of 
mental health and disorder, to tailor the range of inter­
ventions more appropriately and promote mutual learning. 
We begin by presenting key terms to define the scope of 
mental health (panel 4).
Mental health and wellbeing
Mental health can be defined as an asset or a resource 
that enables positive states of wellbeing and provides 
the capability for people to achieve their full poten­
tial. Con sistent with the WHO definition of health, 
mental health does not simply imply an absence of ill­
ness. What then is the association between mental 
health and mental dis order? Clearly, the two exist on a 
continuum—gains in mental health predict decline in 
mental disorders at a population level over time.57,58 
However, this association is not linear: a person could 
have symptoms of a mental disorder and associat­
ed distress and disability, but can also have a degree 
of mental health consistent with their expectations 
of being satisfied with their life and achieving their 
potential.59
Wellbeing is a positive construct that incorporates 
two related ideas: subjective satisfaction with life and 
positive affect or mood (the hedonic tradition), and mean­
ingful functioning and human development (Aristotle’s 
eudaimonic tradition). The movement pro moting well­
being and happiness as a core indicator of human and 
national development60 asserts the relevance of both ideas, 
although with varying emphases. Some metrics, for 
example those measuring national wellbeing,61 attempt to 
capture population­level determinants of wellbeing 
(such as mental and physical health and longevity), but 
also capture a sense of economic and social security, 
productivity, and social relationships. A related concept is 
subjective quality of life that compares people’s perceptions 
of their life in relation to their goals and expectations. 
Several ongoing challenges remain with measuring 
wellbeing cross­culturally, not least because of diverse 
social and cultural norms regarding perceived happiness 
and satisfaction with life.
Pertinent to mental health in this context is Amartya 
Sen’s view that development can only be achieved when 
Panel 4: Definitions of key terms related to mental health* 
Happiness
Subjective satisfaction with life that incorporates both the 
emotional experience of feeling good or experiencing pleasure 
(hedonic tradition) and the perception of living a meaningful 
and good life (eudaimonic tradition); increasingly viewed as an 
important way of judging the success of society in meeting 
human needs.50
Wellbeing
Subjective evaluation of life satisfaction;51 broader definitions 
also consider less subjective social and personal circumstances 
that might be considered to contribute to a good life.
Quality of life
A person’s perception of their position in life in the context of 
the culture and value systems in which they live and in relation 
to their goals, expectations, standards, and concerns.52
Mental health
The capacity of thought, emotion, and behaviour that enables 
every individual to realise their own potential in relation to their 
developmental stage, to cope with the normal stresses of life, 
to study or work productively and fruitfully, and to contribute 
to their community.53
Mental disorder
Disturbances of thought, emotion, behaviour, and relationships 
with others that lead to substantial suffering and functional 
impairment in one or more major life activities,53 as identified in 
the major classification systems such as the WHO International 
Classification of Diseases and the Diagnostic and Statistical 
Manual of Mental Disorders.
Social suffering
The ways in which the subjective components of distress are 
rooted in social situations and conditioned by cultural 
circumstance.54
Psychosocial disability
Disability associated with impairments related to mental 
disorders that limit the ability to participate fully in social and 
community life. These disabilities come about as a result of the 
interaction between these impairments and the way that 
societal barriers prevent full participation.55
Recovery
From the perspective of the person with mental illness, recovery 
means gaining and retaining hope, understanding of one’s 
abilities and disabilities, engagement in an active life, personal 
autonomy, social identity, meaning and purpose in life, and a 
positive sense of self.26 Importantly, recovery is defined by the 
person themself and not other people’s definition of what 
recovery means.
Resilience
The capacity of individuals to adapt to adversity or stress, 
including the capacity to cope with future negative events.56 
Resilience can also be seen at a community level, and in fact is 
recognised as an important factor contributing to the relatively 
low proportion of people in emergencies who develop 
long-term mental disorders.
*This list is not intended to be comprehensive and focuses on key terms that are relevant 
to the personal or human experience of mental health and mental disorder. The list 
does not include broader terms such as mental health problems, mental health issues, 
or mental ill health.
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people have real freedoms in their social contexts.62 
According to this view, having practical access to the 
things that a person values will lead to increased wellbeing 
(a good life). But exposure to severe social or economic 
adversity undermines the fundamental mental health 
capabilities that make real freedom possible. Furthermore, 
wellbeing is restricted for people with mental disorders 
by a system that tends to discriminate against them. 
Social contexts underlie much of the distress people have, 
including structural inequities that can have a negative 
effect on mental health and wellbeing.63 This social 
suffering is an important counterpoint to the tendency to 
focus on internal causation and provides a valuable 
perspective on the limited role of curative health services 
in overall population wellbeing.9
An axiom of public health is that most population 
benefit is gained from promoting factors that facilitate 
good health and avoiding causes of ill health, rather than 
solely treating conditions once they are present.64 Global 
mental health has much to gain by supporting sectors 
engaged in human development to incorporate evidence­
based interventions that can prevent mental disorders 
and enhance the mental health and wellbeing of 
populations. Therefore, an expanded agenda for mental 
health is required that ranges from promotion and 
prevention (which overlap considerably, especially in 
terms of primary prevention) to treatment and re­
habilitation, mapping the dimensions from good to poor 
mental health, and from risk factors to the presence of 
mental disorders and disabilities. This expanded agenda 
allows improved clarity for the development of effect­
ive policy interventions for mental health and for the 
guidance of investment and research. The agenda 
involves improving mental health, reducing the incidence 
and delaying the onset of mental disorders, shortening 
episodes of illness, and maximis ing participation and 
quality of life throughout the illness course.
A staging approach for mental disorders
The importance of a dimensional approach to mental 
health leads logically to a consideration of  how we 
describe and classify mental disorders. Classification 
systems, including the International Classification of 
Disease (ICD) and Diagnostic and Statistical Manual of 
Mental Disorders (DSM), reify syndromes (similar sets 
of symptoms, signs, and observations) by categorising 
them as discrete disorders in a similar way to physical 
illnesses. Categorical terminology is relatively simple to 
understand and to apply by policy makers and clinicians. 
Various methods have been used to add nuance to binary 
(presence or absence) categories in these systems; 
for example, the multi­axial approach of DSM­IV that 
was replaced by a hybrid dimensional­categorical app­
roach in parts of DSM­5. WHO’s proposed diagnostic 
guide lines for mental and behavioural disorders in the 
11th revision of ICD and related health problems 
recommends severity ratings and other qualifiers, while 
retaining its clinical utility as a categorical diagnostic 
classification system.65
Despite these relative improvements in nosology, the 
limitations of diagnosis should be recognised. Diagnosis 
can lead to unhelpful labelling, diminishing the agency of 
the affected person, promoting a reductionist perspective, 
and oversimplifying and undervaluing complexities of 
personal circumstances.66 The diverse experiences of 
mental health and mental disorder between people and 
for the same person over time, and across cultures, 
suggest that diagnosis can be simplistic and not always 
helpful. In fact, great overlap exists in these putatively 
discrete disorders, and the range of severity of distress and 
disability can be better captured with a combination of 
continuous and categorical approaches, depending on 
settings and individual needs. Genomic studies have 
shown that many risk variants are shared across clinically 
discrete phenotypes, such as autism spectrum dis­
order, schizophrenia, bipolar disorder, depression, and 
alcoholism.67 The implications for re­envisaging diagnoses 
are unclear; some genomic research has led to delineation 
of possible causal pathways (eg, potential role of the 
complement system in schizophrenia), but individual, 
small genetic effects might not readily allow insights into 
complex pathways purely through genomic analysis.68 
Similarly, targets identified by genome­wide association 
studies have the potential to lead to new pharmacotherapies, 
but such work also faces substantial challenges (appendix 
p 1, panel S1: Genomics in global mental health). 
Nevertheless, these findings are consistent with dimen­
sional approaches of symptom spectra rather than discrete 
categories of mental disorder.69
These insights into the biological basis for some con­
ditions serve to strengthen theories that are based on 
multiple interacting biological and environmental factors, 
affecting development throughout the life course. The 
Research Domain Criteria framework70 aims to uncover 
underlying mechanisms (deep phenotypes) that influence 
cognitive, affective, and behavioural functioning by use of 
evidence from diverse disciplines. Deep phenotyping 
involves the collection of observable physical and be­
havioural traits of an individual down to the molecular 
level.58 When anchored by a carefully constructed clinical 
profile, the resulting multilevel biomarker set could 
provide more precise understanding of the causes of 
disease, and could eventually produce a more accurate way 
to describe and classify mental health conditions than 
current diagnostic classification systems. In the future, 
deep phenotyping could enable precision mental health 
care—for example, treatments could be targeted on the 
basis of the underlying disease mechanisms, such as 
depression linked to immune dysfunction.71
Importantly, this Commission does not advocate for the 
abolition of classification systems, which have clinical 
utility. How then can the need to recognise diversity and 
continua be combined with the requirement of clinicians 
and researchers for improved categorical classification? 
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One approach is to assess functional impairment; mental 
and substance use disorders are generally conceived as 
emotional, cognitive, or behavioural disturbances that 
have reached a threshold that causes substantial functional 
impairment, so that individuals struggle to fulfil their 
desired social roles in their community.72 This emphasis 
on functional impairment is an essential criterion to 
identify the point at which a person might be considered 
to have a disorder or diagnosis. Thus, the measurement of 
functional impairment in diverse cultural and socio­
economic contexts remains a priority for global mental 
health research.72
However, functional impairment cannot be the only 
criterion to guide detection and intervention because of 
the importance of intervening early before substantial 
disability sets in. Typically, a lengthy prodromal period 
occurs before the diagnosis of a mental disorder during 
which a person’s functioning declines gradually and 
opportunities for early intervention narrow. In the early 
stages of a mental disorder, symptoms are often transient, 
mixed, and reactive to circumstances. Only as the con­
dition progresses or persists do the signs and symptoms 
allow for a diagnosis, and interventions during these 
prodromal stages can lead to better outcomes (figure 5).74 
When more severe mental disorders develop, they tend to 
be clearly divided into the syndromes that have been the 
focus of most clinical and epidemiological research, with 
clear benefit of specific clinical interventions being shown. 
In cases of non­specific psychological distress, a diagnosis 
might not be possible or helpful, but a recognition of 
the need for care can lead to appropriate support and 
engagement, promoting self­care, or simply increased 
monitoring.
The staging model offers a compromise between the 
dimensional and diagnostic approaches because it rec­
ognises opportunities for intervention at all stages of the 
pathway, from wellbeing to different stages of disorder.75 
Staging implies modifiability at the individual level with 
appropriate treatment and care for mental disorders, and 
by addressing relevant risk factors or strengthening 
environments that promote mental health at a popula­
tion or group level. Population­level interventions for 
prevention of ill health require less targeting than 
individual­level interventions and benefit people with and 
without clinically significant symptoms. People who 
progress to having more defined and severe symptoms 
can access appropriate care through more tailored inter­
ventions. People with some symptoms but not enough to 
form a diagnosis can fall between these stages; such 
conditions can be referred to as subsyndromal or 
subthreshold. Although sufficient methods to accu rately 
predict who will develop full syndromes and who will 
respond to interventions are lacking, promising data are 
available—for example, on risk calculators for psychosis.76 
The staging model is particularly relevant in the crucial 
developmental phase of adolescence and youth.77 The 
combination of the epidemiology of the onset of most 
mental and substance use disorders, the crucial develop­
mental transition from childhood to adulthood, and the 
potential short­term and long­term benefits of inter­
ventions at this stage mean that priority should be given 
to adolescent and youth mental health.
This staging model is particularly useful in primary 
care, where people tend to present with less severe and 
more mixed symptoms compared with those in mental 
health services. Primary care algorithms need to focus on 
symptom­based management by primary health­care 
workers and identify risk factors that might identify 
patients who are at high risk for developing severe 
conditions and require referral. Common symptoms of 
mental distress such as anxiety or low mood are associated 
with more total disability at a population level than 
diagnostically defined mental disorders.78 Front­line 
providers need to know how to address these concerns, 
rather than feeling helpless because of the lack of a clear 
diagnosis, which their training tends to promote as a first 
essential step to treatment. An example is the Practical 
Approach to Care Kit, which integrates the identification 
and management of signs and symptoms of mental 
disorders into general clinical guidelines for nurses and 
doctors.79 Transdiagnostic psychological interventions 
might be particularly relevant in this context80 and other 
sectors such as education, social support, housing, or 
poverty alleviation could be engaged.
Ultimately, people are entitled to define their own 
outcomes of treatment success in the perception of their 
own lives. This premise is the goal of a dimensional 
approach to mental health and the hybrid staging model 
for the identification and treatment of mental health 
problems. Such an approach allows clinicians to work in 
a collaborative, multidimensional way, working with a 
full range of phenotypes and underlying biological and 
social mechanisms, and making use of accumulated 
knowledge about effective interventions for diagnosable 
disorders.
Universal human and unique contextual experience
The field of global mental health has grappled with 
concerns about the use of predominantly biomedical 
models developed in high­income regions to define 
health, illness, and treatment across cultures with diverse 
perspectives on mental health and mental disorder. The 
need to promote and provide evidence­based treatments 
to people who might benefit from them should be 
balanced with acceptance and respect for the wide range 
of experiences and behaviours inherent in global human 
diversity. Illness narratives are often closely linked to 
adjustment to social adversity or trauma and carry a 
specific meaning within the local cultural context.81 
Equally, many universal ways in which humans experience 
illness across cultures have been described;82 emotional 
pain is as fundamental to human experience as physi­
cal pain. For example, a systematic review has shown 
common features in the experience of depression across 
For the Practical Approach to 
Care Kit see http://pack/bmj.com
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diverse contexts.83 The universal nature of psychological 
distress has also been shown in relation to the effectiveness 
of so­called common elements approaches to the delivery 
of psychological therapies across diverse contexts.84 Global 
mental health practitioners have shown that integrating 
understanding of local explanatory models of illness 
experiences is possible while respecting the com­
plementary role of western biomedical and local traditional 
approaches to treatment.85
Even with better scientific understanding of the bio­
logical, developmental, and genetic causes of mental 
disorder, viewing the person affected within his or her 
social context is essential, as is focusing on their 
understanding of their problems, and their preferences 
and priorities. The recovery movement has pioneered a 
powerful route to addressing different perspectives in 
defining illness and deciding on treatment options. This 
approach emphasises the centrality of the person affected 
in defining their problems and what a successful out­
come might be.86 This shared decision making shifts 
agency to the person, promotes a more equitable power 
balance and therapeutic relationship, and is empowering. 
Medical or psychiatric treatment becomes one of a range 
of potential solutions that could also encompass the use 
of community and personal resources.
Such an approach is also in line with a social model of 
disability, which argues that the extent of a person’s 
disability is largely determined by the social environment 
rather than simply by the impairments themselves. 
Acknowledging the effect of stigma and discrimination 
on people’s lives is an example of the potential benefits of 
this approach.87 The tendency to restrict choices for people 
deemed to be incapable of making decisions robs them of 
agency, which is an important component of wellbeing. 
At a service level, improving people’s experience goes 
hand in hand with improved quality of, and satisfaction 
with, the services and results in better outcomes.88 Such a 
perspective is also well aligned to the human rights 
approach now guiding policy in both government and 
civil society sectors.
Convergence in understanding the determinants of 
mental health
Although major advances in knowledge and under­
standing of diverse determinants of mental health have 
occurred, a con vergence between areas of enquiry has also 
happened, in particular within a life course paradigm. 
Here, con vergence means a non­reductionist approach 
that uses knowledge from diverse disciplinary traditions 
to show the determinants of a complex human concern. A 
convergence approach should enable the development of 
a stable and testable multifactorial theory, and of context­
specific and sensitive frameworks to guide interventions. 
At the heart of this convergent understanding of mental 
Figure 5: A staging approach to the classification and treatment of mental disorders
PHC=primary health  care. Adapted from McGorry et al73 and McGorry and van Os.74
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health is the unique, individual­level interaction between 
diverse determinants across the life course, from con­
ception to death. We will briefly review the key findings on 
the diverse determinants of mental health, describe how 
these converge, and discuss their implications for under­
standing the causes of mental health problems and the 
mechanisms and timing of interventions.
Social determinants of mental health
Social determinants include a range of social and economic 
factors that influence the mental health of populations, 
such as structural social and economic arrangements 
(eg, poverty and income inequality) that confer advantage 
or disadvantage from conception to old age, differential 
exposure to adverse life events (eg, humanitarian em­
ergencies and interpersonal violence), and the specific 
conditions of vulnerability and res ilience that these 
arrangements and exposures produce.89 Many of the SDGs 
explicitly address these social determinants, and progress 
towards their attain ment has the potential to promote 
mental health and to reduce the global burden of mental 
disorders and inequities in the distribution of mental 
disorders in populations. The social determinants of 
mental health encompass five key domains (demographic, 
economic, neighbourhood, environmental, and social or 
cultural90) that act across distal and proximal levels 
(figure 6). Distal levels refer to the upstream, structural 
arrange ments of society, and proximal levels refer to the 
way these arrangements are experienced by individuals 
and families.
The demographic domain includes sex, age, and 
ethnicity. Women are at increased risk of common 
mental health problems such as depression and anxiety 
and men are at increased risk of substance use disorders.91 
SDG 5 (Gender equality) is particularly relevant for this 
domain. Several studies have shown that gender dis­
empowerment interacts with other adversities such as 
poverty, gender­based violence, sexual harassment, and 
food insecurity to increase the prevalence of common 
mental disorders in women.92 Risk factors and patterns 
of the morbidity of mental disorders also vary sub­
stantially across the life course, and most mental dis­
orders have their origin in childhood and adolescence. By 
contrast, the onset of dementias occur in older age. 
Ethnic minority populations, particularly in the context 
of racial discrimination or migration, are vulnerable to a 
range of disorders, including psychosis, depression, and 
anxiety disorders.93
The economic domain includes income, food secur­
ity, employment, income inequality, and financial strain; 
Figure 6: Social determinants of global mental health and the Sustainable Development Goals90
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relevant SDGs include 1 (No poverty), 2 (Zero hunger), 
8 (Decent work and economic growth), 9 (Industry, 
innovation and infrastructure), and 10 (Reduced in­
equalities). Worse economic status is independently 
associ ated with a range of adverse mental health out­
comes, including common mental disorders, psycho sis, 
and suicide.16 Economic adversity exerts its influence 
across the life course: poverty negatively affects neuro­
development and the mental health of children,94 children 
in lower socioeconomic positions are at increased risk of 
mental ill health in adulthood,95 and associations exist 
between low socioeconomic status at birth and risk of 
psychosis in adulthood.96 Social causation and social drift 
or selection are pathways widely acknowledged to main­
tain the cyclical association between poverty and mental 
disorder.97 Income inequality erodes social capital (in­
cluding social trust) and amplifies social comparisons 
and status anxiety; meta­analysis45 has shown a consistent 
association between depression and income inequality. 
This association is of particular concern in light of 
growing inequity in the distribution of resources both 
within and between nations. A particularly dangerous 
structural determinant of mental health is the influence 
of com mercial interests on many social determinants 
(eg, in worsening inequality or con flict). Economic 
interests of the alcohol industry often prevent public 
health­oriented alcohol policies, especially within 
LMICs.98 A catastrophic example of the commercial 
agendas of industry is shown by the ongoing opioid crisis 
in the USA (panel 5).
The neighbourhood domain includes the built environ­
ment, water and sanitation, housing, and commun­
ity infrastructure; relevant SDGs include 6 (Clean 
water and sanitation), 7 (Affordable and clean en­
ergy), 11 (Sustainable cities and communities), and 
12 (Responsible consumption and production). Neigh­
bourhood characteristics influence the mental health of 
populations independently of individual­level markers 
of socioeconomic adversity. In the context of rapid 
urbanisation across the globe, urban poverty, exposure to 
violence and drugs, and the degrading experience of 
living in crowded urban slums pose major challenges for 
mental health. By contrast, well planned urbanisation 
can have benefits such as improved access to labour 
markets, opportunities for better education, and es­
cape from the constraints of traditional customs and 
expectations.
The environmental events domain includes exposure 
to violence, natural disasters (including the effects of 
climate change), war, and migration; relevant SDGs 
include 13 (Climate action) and 16 (Peace, justice and 
strong in stitutions). Studies have identified numerous 
adverse mental health consequences of exposure to 
negative environmental events such as disasters,104 
whether because of civil conflict or climate change 
(appendix p 2, panel S2: Contemporary global challenges 
affecting mental health).44 Political context—for example, 
an authoritarian or in tolerant political system—is 
particularly important in this re gard. Additionally, 
emerging evidence shows the inter generational trans­
mission of traumatic experiences—for example, trans­
mission among women exposed to war trauma and 
chronic stress in the Democratic Republic of the Congo.105 
By strengthening social institutions that reduce violence 
and promote peace, the SDGs have the potential to 
prevent mental disorders and promote mental health and 
wellbeing.
The social and cultural domain includes social capital, 
social stability, culture, social support, and education. 
These factors influence mental health through proximal 
social arrangements such as communities and families, 
and SDG 4 (Quality education) is particularly relevant. 
Improving access to quality education is vital because 
education develops cognitive reserve and is protective 
against common mental disorders and dementia.106 By 
contrast, educational failure and mental disorders in 
adolescence interact in a vicious cycle.107 Education also 
has the potential to influence other SDGs that have a 
bearing on mental health—for example, through im­
proved employment and reductions in income inequality 
and gender inequality. Individual cognitive and ecologi­
cal social capital have also been associated with re­
duced prevalence of common mental disorders.108 Cul ture 
can protect mental health through shared meaning 
and identity, and the loss of cultural identity (for ex­
ample, in the context of forced migration or Indigenous 
Panel 5: The opioid use crisis in the USA
More than 64 000 people died from drug overdoses in the USA in 2016 alone,99 an 
increase of 540% over the previous 3 years. This trend has been preceded by a substantial 
increase in prescriptions of opioids by health professionals; according to some reports 
prescription opioid sales quadrupled from 1990 to 2010 and the US Centers for Disease 
Control and Prevention estimates that more than 300 000 Americans have died from 
overdoses of prescription opioids since 2000.100 Several factors seem to have driven the 
rise of this epidemic; chief among these is a growing trend of aggressive marketing of 
opioid compounds such as oxycodone to doctors, nurses, and pharmacists by large 
pharmaceutical companies, notably Purdue Pharma.101 From 1996 to 2001, Purdue 
Pharma did over 40 national pain management symposia to market oxycodone to health 
professionals.101 In a landmark case in 2007, the company was fined over US$600 million 
for misleading the public, although its profits far exceeded this amount.
The problem is exacerbated by policies that criminalise opioid use; criminalisation drives 
opioid users to use a black market in which heroin cut with cheap fentanyl or carfentanil can 
be damaging and even deadly for opioid users. Regulations to restrict opioid prescriptions 
and marketing of these highly addictive drugs have been introduced in several high-income 
countries. In response to the opioid crisis, the US Department of Health and Human Services 
has developed a five-point strategy, including improving access to treatment and recovery 
services and promoting use of drugs that can reverse overdoses.102 In August, 2017, the 
Trump administration declared the epidemic a national emergency, although at the time of 
writing the administration had not yet presented a planned response. Additionally, 
concerns have been raised about new global marketing initiatives by the producers of 
oxycodone targeting low-income and middle-income countries such as China, Brazil and 
other Latin American countries, and countries in the Middle East and Africa.103
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communities) is associated with negative mental health 
outcomes.109 The effects of social factors on mental health 
are usually experienced through the important proximal 
social networks of families. Con sequently, families can 
promote the mental health and resilience of individuals 
or increase risk for mental disorder. Parenting and child 
maltreatment (including witnessing intimate partner 
violence) can have substantial immediate and long­term 
effects on mental health, and the high prevalence of child 
maltreatment has major negative consequences on 
public mental health.110
The domains of social determinants frequently cluster 
and interact, and this has been given prominence in the 
emerging field of syndemics.111 A combination of two or 
more social determinants of mental health is therefore 
likely to connote highly vulnerable populations (marked 
by social suffering112), leading to high illness transmission, 
progression, and negative health outcomes. For example, 
young women who are victims of displacement after war 
or natural disasters and live in circumstances of poverty 
with threats of sexual violence and sexually transmitted 
infections are likely to be highly vulnerable to depression, 
anxiety, and suicide. Similarly, unemployed urban young 
people who encounter violence and substance abuse are 
also vulnerable. Such populations should be targeted for 
mental health interventions that are integrated into 
development or aid programmes.
Biological determinants of mental health
Early research into the genetics of mental disorder 
showed the presence and strength of genetic factors but 
did not uncover the underlying biology of mental 
disorders. Cheaper and faster sequencing technologies 
have enabled genomic data collection consortia to in­
vestigate the genetics of mental disorder on a global 
scale.113 Con siderable overlap in genetic heritage has been 
identified (humans are closely related, having emerged 
from Africa only relatively recently) but also remarkable 
variation between individuals. This variation includes 
common and rare gene variants that act in synergy with 
one another (epistasis) and contribute to different 
phenotypes (pleio tropy). Mental disorders have varying 
heritability and are polygenic, with contributions from 
rare variants of large effect (particularly in conditions 
such as autism spec trum disorder and intellectual dis­
ability) and multiple variants of small effect (particularly 
in conditions such as depression, anxiety disorders, and 
schizophrenia). Addi tionally, varying overlap occurs in 
genetic architecture across different mental and physical 
conditions; for example, multiple variants of small effect 
increase the risk of schizophrenia and bipolar dis order, 
but schizo phrenia and rheumatoid arthritis have 
negatively correlated polygenic risk.67,114,115
Environmental stressors could affect mental health by 
influencing gene expression (eg, by turning genes on or 
off). Early exposure to stressors and sustained expos­
ure can lead to poor mental health outcomes.116 Gene 
ex pression changes over the life course through a range of 
mechanisms. Epigenetic research has identified sev­
eral important mechanisms, including methylation and 
histone formation, which seem to be relevant in the 
pathogenesis of mental disorders. For example, methyla­
tion could underlie the specific dendritic patterns seen in 
the superior temporal gyrus of people living with 
schizophrenia.117 Some epigenetic changes associated with 
environmental stressors are heritable across multiple 
generations, meaning that offspring are at increased risk 
of developing the phenotype associated with the mutation. 
Epigenetic processes are potentially reversible and could 
be targeted with precision interventions, as shown in 
animal models.118,119 The identification of dys regulated gene 
clusters and improved brain imaging technologies could 
provide important information for the understanding of 
mental disorders, including observing epigenetic changes 
in the human brain and the design of new intervention 
strategies.
The effects of various forms of stress on mental health 
outcomes have been well studied. For example, stressors 
such as poverty, neglect, or sexual and physical abuse 
could raise the concentration of inflammatory cytokines 
and negatively affect psychological functioning.120 The 
immune system is a biological area of emerging interest 
in mental health, and several studies have reported that a 
subgroup of people with mental disorders (eg, depression 
and psychosis) have altered inflammatory biomarkers.121 
Such findings have generated interest in repurposing 
anti­inflammatory drugs for mental disorders and in 
trying to understand how the immune system might be 
harnessed to promote mental health. Ongoing research 
is seeking to delineate how neuroinflammatory mech­
anisms intersect with neurogenesis and apoptosis, 
neuro transmitter and neuroendocrine (eg, the hypo­
thalamic­pituitary axis) systems, and the gut microbiome 
to affect mental health.
Development of the brain regions involved in mental 
health is influenced before conception because of the 
hereditary effects of some epigenomic processes. Many 
developmental disorders—for example, those associated 
with intellectual disability—are the result of disruption 
in fetal brain development due to a range of factors, from 
heavy maternal alcohol use to intrauterine infections 
(including Zika virus). Early development (0–2 years of 
age) is a crucial time for exposure to risk factors and 
development of resilience (panel 6). However, the human 
brain is a dynamic organ, subject to ongoing changes 
that result from genetic, environmental, social, and 
physio logical inputs across the life course (figure 7). A 
key developmental characteristic of adolescence is the 
diff erential maturation of the limbic and prefrontal areas 
of the brain that explain why impulsivity and risk taking, 
integral to many mental health and substance use 
outcomes, are prominent in this age group (panel 6). 
Although neuroplasticity diminishes over time, new 
neuronal growth and connections are evident in older 
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age, and could be associated with the introduction of 
novel stimuli and exercise (panel 6).137 Neuronal death 
accelerates with age and is associated with cognitive 
decline and the emergence of dementia in old age.
Brain­level information provides additional insights 
into the biological pathways that contribute to mental 
health and mental disorder over the life course. Studies 
deploying functional and structural neuroimaging and 
electro encephalography across diverse disorders show 
structural and functional differences in specific brain 
regions—for example, in grey matter volume or in 
reactivity in a region of interest.138 These brain­level data 
can be assessed alongside neuropsychological data to 
iteratively identify associations between cognitive dys­
functions common to a disorder (eg, working memory 
and episodic learning in schizophrenia) and brain 
regions of theorised interest, in this case the prefrontal 
and temporolimbic systems.
Panel 6: Convergence in understanding mental health across the life course
The convergent model of mental health offers a unified 
perspective to tie together findings emerging from 
developmental science, neuroscience, intervention science, 
and epidemiology, as illustrated by the following three life 
course cases:
• In the early years of childhood, adverse family circumstances 
result in children experiencing early life stress that can lead 
to mental health problems in later life.122 MRI studies show 
that the volume of grey matter in the developing brain is 
dependent on family income and socioeconomic status 
during early childhood and these effects are prominent in 
brain areas responsible for various cognitive functions such 
as the hippocampus (memory), amygdala (social-emotional 
processing), prefrontal cortex (executive function), and the 
cortex of the left hemisphere (language).123 Parenting 
interventions that target early life stressors or cognitive 
stimulation can improve cognitive outcomes in children 
and reduce the incidence of mental health problems in later 
life. Studies comparing animals raised in deprived 
environments to those reared in enriched ones have 
uncovered the potential mechanisms that these 
interventions target.124 Thus, the convergent model has 
helped to explain the major observations of the association 
of low socioeconomic status with poor mental health in 
childhood and the beneficial effect of stimulation 
interventions in early infancy
• Cognitive psychology and neuroscience studies have 
transformed understanding of the potential reasons for the 
onset of mental disorders in adolescence. One of the unique 
transitions that occurs during adolescence is that the opinion 
of peers begins to take precedence over that of family 
members and parents. This sensitivity to peer influence leads 
to adolescents being sensitive to social stimuli and having an 
increased propensity to undertake risky behaviours.125 
Delayed maturation of the prefrontal cortex, involved in 
impulse control and the reward system, could be responsible 
for behaviours related to impulsivity and risk taking.126 
Testosterone might moderate risky behaviours, which could 
explain the sexual dimorphism observed in these 
behaviours.127 Interventions aimed at strengthening social 
and emotional competencies, often focusing on enhancing 
emotional regulation and packaged as life-skills education,128 
mindfulness, or yoga can have preventive effects. 
Mindfulness meditation has been associated with structural 
changes in parts of the social brain network such as anterior 
cingulate cortex, medial prefrontal cortex, and amygdala.129 
Convergent models help elaborate the mechanisms of the 
onset of mental disorders in adolescence and how 
preventive interventions interrupt these pathways
• Mental health in older adults should also be understood 
from a life course perspective. People who have received 
more formal education in early life have a lower risk of 
developing dementia than those with less education;130 
formal education could be a proxy for intelligence and brain 
development. Results from several studies131 suggest inverse 
associations between skull circumference and leg length, 
and dementia risk in late life. Several mechanisms have 
been proposed:130 in terms of quantitative measures, larger 
and better developed brains with more neurons and richer 
connections could incur more neurodegeneration before 
failure becomes apparent (brain reserve) than less 
developed brains; in terms of qualitative measures, better 
educated people might have more facility to do complex 
and efficient cognitive processing to compensate for 
damage (cognitive reserve) than people who have received 
a poorer education; finally, people with better education 
might access health-care services and adopt lifestyles that 
optimise brain health across the life course. A dose-response 
association has been shown between cumulative depression 
burden over the lifespan and the risk for cognitive 
impairment and dementia.132 Hypothesised causal 
mechanisms include the toxic effect of chronically elevated 
adrenal glucocorticoid production on hippocampal cells; 
biological links between depression and thrombotic, 
atherosclerotic, and inflammatory cardiovascular disease 
pathways; and the effect of depression on cardiovascular 
disease risk behaviours, help-seeking, and treatment 
adherence.133 The relevance of cognitive ageing and 
depression, which often accompany physical frailty, have 
been highlighted; depression might also have a causal role 
in the onset of physical frailty.134 Common biological 
mechanisms could underpin these associations, including 
the trajectory of cellular ageing across the life course (as 
indicated by epigenetic and genomic markers)135 and 
immune activation.136 Further elucidation of these 
mechanisms and their determinants will be a key step 
towards optimising brain and mental health at all ages.
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The convergent approach to mental health
The convergent approach attempts to explain the inter­
actions between the diverse observations on the causes 
of mental health and mental disorders. This approach 
considers the strong association of mental disorders with 
social disadvantage and childhood adversity, and the fact 
that most mental disorders emerge in adolescence and 
young adulthood (panel 6). The approach proposes that 
social and economic factors confer risk or resilience for 
mental health outcomes through their influence on brain 
development and function, mediated by genomic and 
neural mechanisms, over the entire life course. However, 
the effect of social and economic factors such as poverty, 
trauma, abuse, neurotoxins, life stress, education, or 
parenting will vary at different stages of the life course and 
is greatest during the developmentally sensitive phases of 
early life and adolescence. Furthermore, these factors do 
not only exert influence in a top­down direction; in­
dividuals can shape their environments and experiences 
in ways that matter for mental health outcomes, and 
differences in social experience could be partly driven by 
genetic factors that contribute to individual differences in 
cognitive, social, and be havioural capabilities.139
Thus, a convergent approach seeks to build a full 
account of evidence emerging from the diverse dis­
ciplines that have provided information about the causes 
of mental health problems. This task will require the 
same attention to be paid to socioeconomic phenotypes 
(or exophenotypes)140 as is paid to clinical phenotypes. 
Specification of concepts such as childhood deprivation 
or stress into operational variables is likely to require 
empirical research that interrogates and explains the 
mechanisms by which social and economic factors 
influence mental health. The real promise of the 
convergent approach is that it uses, and dynamically 
integrates, multiple levels of explanation simultaneously 
to build complex models that guide prevention and 
intervention over the life course; this approach is also 
responsive to critiques about biological reductionism.141 
Many examples show how the convergent approach could 
be applied across the life course, in early childhood, 
adolescence, and older age (panel 6).
The human rights framework
The importance of a human rights approach to health 
gained momentum after the Nuremberg trials, which 
highlighted the atrocities that are possible in the absence 
of a human rights framework. The Nuremberg trials are 
also relevant because they led to the prosecution of 
doctors responsible for the Aktion T4 plan, through 
which the Nazis eliminated psychiatric patients, in­
cluding children (indeed, the gas chambers were first 
developed for murdering mentally ill patients before 
being used against Jews). Human rights need to be 
considered with respect to mental health in two main 
ways: first, mental health as a human right itself, as an 
inalienable component of health; and second, people 
living in vulnerable situations (including those with 
mental disorders) are at increased risk of having their 
rights ignored or abused.
Mental health as a universal human right
The right to health is a fundamental human right and 
essential in our understanding of living a life with dignity. 
Figure 7: Biological and social determinants of neurodevelopment across the life course
Examples of biological and social determinants that can influence mental health outcomes across the life course. These determinants can operate at different points 
in life and can interact to produce specific phenotypes.
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This right is inclusive and applicable to all aspects of daily 
living. Although historically the right to mental health has 
not been clearly conceptualised, several policy instruments 
are changing this, including the UN Human Rights 
Council Resolution 6/29 in 2007, which states that every 
person should have the right to the enjoyment of the 
highest attainable standard of physical and mental health; 
the WHO Mental Health Action Plan 2013–20, which has 
human rights as one of the cross­cutting principles;27 the 
2017 report142 of the UN Special Rapporteur on the right of 
everyone to the enjoyment of the highest attainable 
standard of physical and mental health; and the UN CRPD. 
Additionally, strong links exist between mental health and 
the realisation of social, economic, and cultural rights. The 
belief that mental health is a fundamental human right 
implies that the circumstances that undermine mental 
health should be challenged,112 including inequalities in 
income, living conditions, safety, and food security, which 
are in danger of being accepted as inevitable or normal. In 
short, people have the right to enjoy the shared conditions 
that allow for the attainment of mental health, including 
access to quality mental health care.
From an equity perspective, the acceptance of mental 
health as a fundamental human right also draws attention 
to the needs of specific vulnerable populations who are at 
an increased risk of having mental health problems, 
including people affected by violence, conflict, and forced 
migration; children and young people in vulnerable 
circumstances; people living in poverty; lesbian, gay, 
bisexual, and transgender people; indigenous peoples; 
prisoners; and people with disabilities. Vulnerable groups 
tend to experience exclusion, prejudice, isolation, and 
denial or lack of access to fundamental rights and services. 
A plethora of international human rights instruments 
underpin the rights of vulnerable populations (appendix 
pp 28–29, table S1: Human rights instruments relevant for 
global mental health).
Under extreme circumstances such as war, natural 
disasters, and severe resource constraints, vulnerabilities 
tend to converge and be compounded in already 
marginalised populations. The lack of power that children 
and young people have over their life decisions makes 
them particularly vulnerable, and initiatives to empower 
children, recognising their right to self­determination, can 
challenge this status quo. The UN Convention on the 
Rights of the Child, ratified by all countries of the world 
(except the USA), includes several articles directly 
addressing the rights of children to mental health. 
Children with disabilities often face marginalisation and 
discrimination, and the effect on the child is further 
compounded by poverty, social isolation, humanitarian 
emergencies, lack of services and support, and a hostile 
and inaccessible environment.143 In a similar manner, the 
situation of women with disabilities is commonly 
compounded by the denial of multiple rights.144 These 
vulnerabilities are also amplified among older people with 
other risk factors.
Populations affected by humanitarian crises constitute 
a large vulnerable group whose human rights and mental 
health are frequently compromised. A report145 from 
Syria provides a stark example, documenting the effect of 
the prolonged exposure of children to bombings, conflict, 
and malnutrition on mental health. Over 200 million 
people are estimated to be displaced globally, and similar 
examples of the resulting violations of the right to mental 
health can be seen in many other countries such as 
in Yemen, the Democratic Republic of the Congo, and 
Myanmar.
People with mental disorders and psychosocial disabilities
The CRPD146 was adopted in 2007 and was quickly signed 
and ratified by most countries in the world, and came into 
force in 2008. The convention promotes, protects, and 
ensures the full and equal enjoyment of all human rights 
and fundamental freedoms by all people with disabilities, 
and promotes respect for their inherent dignity. People 
with psychosocial disabilities (the term used in the 
convention to refer to people affected by mental disorders) 
participated in the negotiations and have been active in 
promoting its realisation. The ratification of CRPD by 
countries emphasises their human rights obligations, 
including support for social inclusion and the removal of 
“attitudinal and environmental barriers that [hinder] their 
full and effective participation in society on an equal basis 
with others”. The convention has provoked much debate 
about reform of laws related to mental health to make 
them compliant with the CRPD. In the absence of a 
specific statute on mental health or disability in a country, 
the CRPD can be invoked and rights holders have access 
to this mechanism for any country in which it is ratified.
Despite the development of these international legal 
instruments, people with psychosocial and intellectual 
disabilities are among the most vulnerable globally, 
experience many forms of marginalisation, and are often 
left behind when it comes to attaining their human 
rights and equal access to services and life opportunities.147 
Across the globe, people living with mental disorders 
have often been hidden, tortured, abandoned, or left to 
die. In many countries, lack of access to health services, 
housing and employment, and sometimes extreme 
violation of basic rights, is common.148 In 2012, Human 
Rights Watch reported the forceful detention of people 
with mental disorders in prayer camps, and conditions of 
chaining and denial of mental health services or 
medication as the most pressing concerns.149 These 
violations occur across the life course, with vulnerable 
groups particularly at risk, including children and 
adolescents with neurodevelopmental disorders (such as 
intellectual disabilities), and adults with dementia.150
Such violations of human rights occur most frequently 
at the nexus of poverty, social marginalisation, and lack 
of access to mental health care. Consequently, the 
Pan African Network of Persons with Psychosocial 
Disabilities’ Cape Town Declaration highlights the role of 
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poverty and dignity in their empowerment strategies.55 
With a few exceptions, programmes aimed at disability 
inclusion, poverty alleviation, and other development 
priorities have frequently excluded psychosocial and 
intellectual disability.151 In contravention of Article 25 of 
the UN CRPD, which states that health services should 
be “as close as possible to people’s own communities, 
including in rural areas”, many LMICs continue to 
concentrate their mental health services on inpatient 
psychiatric hospitals, which are relatively inaccessible.25 
The WHO QualityRights Tool Kit, based on CRPD, uses 
parity with general health services as a benchmark for 
the quality of care that people should expect to receive.26
In addition to specific human rights violations that 
people with severe psychosocial disabilities have had, 
people living with mental disorders are frequently denied 
fundamental human rights, including the right to 
freedom, opportunities for education and employment, 
citizenship, and health care of the same quality as that 
offered to people with physical health problems. This lack 
of health care is one of the major reasons for premature 
mortality among people with mental disorders.152 In 
addition to the scarcity of service resources, stigma and 
discrimination are fundamental barriers to social in­
clusion. Such public acceptance of often blatant abuse and 
neglect, within and outside the health­care system, would 
not be acceptable if related to any group other than people 
living with mental disorders.
Attention has recently focused on the CRPD’s Article 12 
(Equal recognition before the law) and Article 14 (Liberty 
and security of the person), with the CRPD’s general 
comments prohibiting the status quo, in which other 
people, usually professionals and legal representatives, 
make decisions on behalf of people temporarily unable to 
represent themselves in their best interest (ie, substitute 
decision making or guardianship). The CRPD states that 
all people have inherent legal capacity and should always 
be at the centre of decisions about their own welfare. In 
situations in which people need support (supported 
decision making), states should primarily be guided by 
the person’s will and preference.47 Commentators have 
referred to guardianship as civil death subject to wide­
spread abuse153 and have called for states to develop 
supported decision­making mechanisms, compatible 
with their settings, to allow people to exercise their right 
to decide and make choices about their lives.154 Critics of 
this view suggest that the absolute commitment to the 
person’s will and preference could inadvertently 
undermine the right to health, freedom, and justice, 
thereby leading to a backlash including a rise in stigma 
and discrimination.154 Additionally, some critics have 
argued that the CRPD’s general comments assume a 
highly individualistic culture, which is frequently not 
appropriate in more collectivistic cultures in LMICs in 
which the role of the family is given more prominence in 
decision making than in high­income settings. These 
debates on how people with psychosocial disabilities 
exercise autonomy and agency over matters about them 
indicate that work is needed to ensure that justice and 
full, effective, and equal participation is achieved. 
Improved dialogue is needed between advocates of 
the CRPD and people working on the ground to articulate 
systems of review on the basis of evidence­based 
principles of competency. These systems could include 
monitoring guardianship abuses, dedicated and informed 
legal representation or counsel, alternative guardian 
programmes, and robust enforcement of human rights 
legislations.154 
People with psychosocial disabilities who are involved in 
the criminal justice system evoke similar concerns. A key 
challenge is balancing individual rights and community 
safety because of the imprecise means for determining 
and managing risks. Whatever is the most appropriate 
approach for the relatively rare instances in which the 
human rights of the individual and the rights of the 
community collide, there is consensus that the convention 
is a powerful tool, requiring governments to recognise 
equal rights. The full range of stakeholders should focus 
on the practical steps required to implement these CRPD 
principles in the full range of settings in which people 
with mental disorder receive care.155 Alignment of law and 
practice in other areas, for example the CRPD’s Article 19 
(Living independently and being included in the 
community) or Article 30 (Participation in cultural life), 
would challenge assumptions that having a mental 
disorder reduces a person’s value before the law and could 
improve the quality of life of people with psychosocial and 
intellectual disabilities. The role of civil society and voices 
of people with lived experience of mental disorders 
are crucial in attaining these fundamental rights 
(appendix p 3, panel S3: Mental Health Society of Ghana).
Interventions for mental health
In this section we address the interventions that we con­
sider necessary to prevent mental and substance use 
disorders, and to provide treatment and care to enhance 
recovery. We present these interventions according to 
stages of the life course, particularly stressing aspects that 
we find innovative, with the potential for scaling up, and 
which could be delivered either through routine health care 
or other platforms.156 We use case studies to show the 
implementation of these interventions in the real world 
(appendix pp 3–25, panels S3 to S24). Our aim is not to 
summarise all evidence­based interventions (for summaries 
see other sources156,157 and our recommendations for future 
research in “The way forward”, below), but rather to 
indicate what a reframed mental health system could look 
like in the future.
We first consider four innovative strategies to address 
supply and demand barriers to achieving mental health 
objectives: improving access to psychosocial interventions, 
the use of digital technologies, the balanced care approach 
to delivering mental health services, and interventions to 
increase the demand for care. We then turn to the 
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application of these innovations across key developmental 
stages of the life course. Finally, our focus moves to 
interventions for particularly vulnerable groups, in light of 
the SDG vision of leave no­one behind. Despite the many 
challenges outlined earlier in the Commission, our vision 
of how mental health interventions can be delivered is 
positive. Indeed, mental health services in many countries 
have pioneered elements of modern health care faster and 
more widely than have services for treating people with 
physical health conditions (panel 7).
Innovative strategies
Improving the availability of psychosocial interventions
The primary goal of psychosocial interventions, including 
talking therapies and social interventions, is to facilitate 
the acquisition of skills to address the risk factors, 
mediators, or consequences of mental health conditions 
and to enable social circumstances for the patient’s re­
covery. The interventions are supported by strong evi dence 
of their effectiveness across a wide spectrum of conditions, 
and for a range of goals, from prevention to the treatment 
of acute phases of illness and to rehabilitation and 
recovery.161
The effect sizes for psychological treatments typically 
range from moderate to large, and side­effects are 
relatively rare. The strength of evidence for psychological 
therapies is at least as strong as for other treatment 
methods. Furthermore, when head­to­head comparisons 
of efficacy have been done between pharmacological and 
psychological therapies (notably for mood, anxiety, and 
trauma­related disorders) no consistent evidence has been 
reported for the superiority of either in terms of attaining 
remission; additionally, psychological therapies seem to 
have a greater enduring effect than pharmacological 
therapies.162 Most interventions are grounded in a robust 
orientation of cognitive, behavioural, and interpersonal 
theories, and a growing neuroscience evidence base exists 
indicating their mechanisms of action. Evidence is also 
growing for the effectiveness of social interventions, 
including specific, manualised programmes, such as 
individual placement and support (supported employ­
ment) to help people with severe mental illness to find 
and keep jobs.163
When offered a choice, most people living with mental 
disorders prefer psychosocial therapies over pharma­
cological options. A considered balance therefore needs to 
be struck between pharmacological and psychological 
treatments, with patients being offered a choice when 
feasible. Furthermore, pharmacological and psychological 
interventions can often be used concurrently in a way that 
can reinforce their individual effects. Despite this evi­
dence, access to these therapies is very low in most 
populations, primarily because there are very few skilled 
practitioners of psychosocial therapies in most countries 
and awareness of their availability is lacking. Additionally, 
people have concerns about the acceptability and feasibility 
of these therapies in the real­world contexts in which they 
need to be delivered at scale because most have been 
developed in restricted clinical samples in specialist 
settings of high­income countries.161
Over the past decade, a large body of evidence has 
accumulated highlighting several consistent strategies to 
overcome these barriers. The concept of task sharing 
(previously described as task shifting) refers to the transfer 
of some mental health­care responsibilities from more­
specialised to less­specialised staff. Several systematic 
reviews have shown the effectiveness of the delivery of 
psychosocial therapies in LMIC settings for common 
mental disorders (including trauma­related disorders) in 
adults,84 mental disorders in children,164 schizophrenia,165 
and a range of mental disorders in high­income countries 
(appendix pp 4, 6; panels S4: The Friendship Bench, 
Zimbabwe; and S6: The Thinking Healthy Program, 
Pakistan).166 Evidence is also available to support inter­
ventions aimed at the prevention of mental disorders, 
such as targeting early child development, and to promote 
social and emotional competencies in young people.167 In 
at least one high­income country (appendix p 7, panel S7: 
The IAPT Programme, UK) the exponential expansion of 
the range of providers with specific training in these 
therapies has somewhat reduced the treatment gap for 
common mental disorders.
The sum of this substantial evidence base points to a 
fundamental rethinking of psychosocial therapies in 
four respects. First, the content of therapies needs 
substantial modification to incorporate local metaphors 
and beliefs, and to combine psychological skills building 
components with social work components. The tasks 
should also be adapted to ensure acceptability for people 
with limited literacy (eg, completing homework in 
sessions). Second, the delivery agent is usually a 
community health worker or lay counsellor from the 
same community as the beneficiary population who has 
had basic training to achieve competency to deliver the 
treatment, followed by a structured supervision protocol 
to assure quality. Third, the setting for delivery is 
typically in the community or in primary health care. 
Fourth, the treatment is delivered over a relatively brief 
period (eg, between six and ten sessions for common 
Panel 7: Aspects of mental health care that are pioneering 
across the whole of health care
• The reconfiguration of care away from hospitals and into 
community settings158
• A commitment to involving patients and family members 
in planning and providing services159
• Providing aspects of social interventions alongside 
psychological and pharmacological treatments tailored to 
the needs of a specific individual (the hallmark of 
person-centred care) through multidisciplinary teams25
• A focus on comorbidity and multimorbidity across mental 
and physical long-term conditions160
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mental disorders in adults) to enhance acceptability and 
feasibility. The non­specialist health­care provider 
should ideally work within a col laborative care frame­
work with access to a specialist provider who can be 
remotely located, participates in training, oversees 
quality, and provides guidance or referral options for 
complex clinical presentations.
Several innovative strategies can facilitate dissemination 
of psychosocial therapies. First, a major bottleneck to task 
sharing is the reliance on traditional face­to­face methods 
for training and on experts for supervision. These barriers 
are being addressed through online training and the use 
of peers to supervise therapy quality with structured scales 
and feedback.84 Second, effective treatment packages 
typically comprise several similar elements spanning 
behavioural, interpersonal, cognitive, and emotional 
domains.84 For example, an analysis168 of 832 treatments 
tested in 437 randomised clinical trials for child and 
adolescent mental disorders identified a parsimonious set 
of 18 practice elements from these treatments that 
mapped on to the needs of 63% of children with mental 
health conditions in a community clinic setting. These 
observations have led to the development of trans­
diagnostic psychological therapies that aim to target 
multiple disorders either through a common approach for 
all, or through matching of specific treatment elements 
for specific syndromes (eg, behavioural activation for 
depression).169 The body of evidence in support of these 
approaches is growing, in particular for young people170 
and for lay counsellor­delivered interventions in LMIC 
settings.169 The third approach for the scale­up of 
psychosocial therapies is their direct dissemination to the 
patients who will benefit, in particular for secondary 
prevention of mental disorders (ie, intervention in the 
early or subsyndromal stages of a disorder). This innova­
tion is potentially the most disruptive because it removes 
the health­care professional entirely. Apart from the 
burgeoning industry of mobile applications and websites 
offering self­delivered psychological therapies, evidence 
also supports the use of guidance from printed manuals, 
which  is useful for populations constrained by limited 
internet coverage or by language barriers.
The scaling up of psychosocial therapies to enhance 
population coverage efficiently will rely on a stepped­care 
approach in which the first step comprises self­delivered 
interventions for mild to moderate conditions. The second 
step for people with more severe conditions could take the 
form of psychosocial therapy delivered in routine care 
settings or homes by community health workers or lay 
counsellors. The next step, which could be accessed 
immediately for people with very severe presentations 
such as acute psychoses or serious suicide attempts, could 
take the form of a specialist or physician consultation, and 
intervention options might expand to include medica­
tions, more complex psychotherapies, or other physical 
therapies. This stepped approach is based on the staged 
model of mental disorders described earlier.
Digital technologies for mental health
The rapid growth in mobile telecommunications and 
internet access affords new opportunities to reach an 
increased number of people living with mental disorders 
and to bridge the mental health treatment gap. A review171 
of 49 studies of digital technology interventions from 
over 20 LMICs, and literature on their use in high­
income settings, reveals five distinct roles of these 
technologies.
First, digital technology can help to educate the public 
and disseminate information about common mental 
disorders through antistigma campaigns,172 substance 
use prevention messaging, or efforts to promote aware­
ness by use of short message service (SMS) text messages 
or social media. Online communities represent an 
oppor tunity to promote mental wellbeing and enable 
people with mental health conditions to feel less alone 
and to find support from others with shared experiences. 
Family members can also access important resources 
such as social support, recommended coping strategies, 
and self­help programmes delivered online or through 
mobile phone platforms—for example, for developmental 
disorders,173 mood and anxiety problems (the Depression 
and Bipolar Support Alliance), and for dementia (WHO’s 
iSupport).
Second, digital tools can facilitate screening and 
diagnosis of mental disorders.171 Screening tools delivered 
on mobile devices, by SMS text messaging, or smart­
phone applications, have been used to enable community 
health workers to identify common mental disorders. 
With the increasing popularity of online platforms and 
rapidly developing big data analysis techniques, new 
opportunities could become available to examine patterns 
of online interaction to enable early identification of 
people at risk of depression, psychosis, suicide, or 
substance use.
Third, technology can support the treatment and care 
of people with mental disorders. Technology applications 
include mobile and online programmes for illness 
self­management and relapse prevention, SMS text 
messaging for promoting medication and treatment 
adherence, and smartphone applications for tracking 
and monitoring symptoms (eg, moodgym, Living Life, 
and 7 cups).171 Opportunities could also be available to 
track high­risk situations with wearable sensors or 
smartphone­based location, time, or activity data and to 
send real­time alerts to patients or designated caregivers. 
Additionally, social media offers peer­to­peer networking 
combined with individually tailored therapeutic inter­
ventions.174 Telepsychiatry applications such as online 
video conferencing can allow patients to connect with 
mental health providers for clinical consultations 
for diagnosis, follow­up care, or long­term support.171 
Websites and mobile applications can also be used to 
deliver evidence­based treatments (eg, those to reduce 
alcohol consumption, or cognitive behavioural therapies), 
making it possible to reach people with little access to 
For the Depression and Bipolar 
Support Alliance see http://
www.dbsalliance.org
For iSupport see https://www.
isupportfordementia.org/
For moodgym see https://
moodgym.com.au/
For Living Life see http://www.
llttf.com/index.php
For 7 cups see https://
www.7cups.com/
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specialty care or who might be reluctant to seek services 
because of stigma, long travel distances, or out­of­pocket 
expenses. The most innovative digital therapies use the 
digital platform in ways that are unique to this medium—
for example, use of gaming interfaces to assess deep 
phenotypes of mental health and tailor interventions to 
promote adaptive or ameliorate maladaptive cognitive 
processes. Although these methods are still at an 
experimental stage of design and evaluation, they provide 
another example of how clinical disciplines, cognitive 
neuroscience, and digital technologies can converge to 
build a radically new vision for therapies for mental 
disorders.
Fourth, digital technology can support effective training 
and supervision of non­specialist health workers through 
digital learning and supervision platforms, by providing 
crucial decision support tools, or access to specialist 
consultation and support. Therefore, digital applications 
can extend the capacity and reach of the limited number of 
mental health specialists by facilitating off­site supervision 
and mentoring of local health and lay providers. Such 
support can build provider capacity and reduce burnout 
and turnover among frontline health workers.
Finally, technology can also support health­care, system­
level efforts to improve mental health. For example, digital 
mental health information systems can help track patients 
and mental health outcomes of defined populations, and 
can ensure that patients do not fall through the cracks.175 
Tools such as mobile or web­based registries can facilitate 
care coordination and prompt targeted notifications to the 
care team or family caregivers. Such technologies could 
also afford opportunities to identify crisis situations and 
facilitate rapid response. Digital technology can support 
health­care systems through analysis of big data to 
facilitate system monitoring, planning, and quality 
improvement as well as targeting specific interventions to 
patients (an approach aligned with the principles of 
precision medicine). Another example is the use of 
geoinformatics to map communities or neighbourhoods 
at increased risk for mental health and substance use 
problems such as areas with high amounts of crime or 
violence. These approaches could improve targeting of 
social determinants of mental health at the population 
level, and inform and evaluate prevention efforts.
Potential risks and harms associated with the use 
of digital technologies should also be recognised. 
Technology­based approaches might improve the reach of 
mental health services but could lose key human 
ingredients and, possibly, lower effectiveness of mental 
health care. The use of social media is associated with 
potential risks for mental health (such as cyberbullying), 
and the addition of internet gaming disorders in the latest 
iteration of the ICD as a condition for further study is an 
indication of the mental health consequences of excessive 
use of these media. Information available through mobile 
or online platforms should be safe, reliable, and trust­
worthy, although ensuring this is a challenge. Digital 
technology creates important ethical risks related to 
privacy, confidentiality, potential for intrusion and 
coercion, and circumstances in which governments or 
authorities could further discriminate against people with 
mental disorders through tracking and monitoring 
(eg, for access to health and life insurance). Technology 
interventions could also have the unintended consequence 
of widening inequalities in mental health care between 
people who have access to mobile devices or the internet 
and those who do not. Policies are needed to guide the 
safe and effective application of digital technologies in 
health care; such applications are unregulated in most 
countries and research on their effects on mental health is 
in its infancy.
A balanced care model for mental disorders
The balanced care model is an evidence­based, systematic 
but flexible approach to planning treatment and care for 
people with mental disorders.158 This model describes 
mental health service components relevant for low­
income, medium­income, and high­income country 
settings.176 The model has been adapted for this 
Commission to reflect resource contexts, rather than 
countries, recognising the large inequalities that occur 
within all countries as well as between countries. In 
figure 8, this model has been further developed to 
emphasise the need for a balance between different service 
delivery platforms, customised to each resource setting. 
This balanced care model also emphasises the importance 
of evidence­based community and inter sectoral interven­
tions (provided outside the health­care sector), such as 
employment opportunities, child protection services, 
measures to improve community­level understanding of 
mental disorders and the available services,177 long­term 
social care, and suicide prevention measures.
In low­resource settings, the most pressing challenge 
is to increase the coverage of evidence­based care through 
non­specialist providers who are most widely available 
on the ground. Therefore, the focus is on increasing the 
capacity and capability of primary care and community­
based health­care staff, and providers in other relevant 
platforms, such as schools and the criminal justice 
system. Such staff need to acquire and practise the skills 
needed to identify, treat, and provide care for people with 
mental disorders. For children and young people, 
improved integration of mental health care is needed 
across a range of platforms that address their concerns, 
notably in education, child protection, primary and child 
health care, and social care settings. It is recognised that 
young people are particularly likely to avoid formal care 
settings and innovative means of reaching them in other 
settings (such as educational settings) is essential.
In medium­resource settings, mental health service 
provision needs to be strengthened in all the com­
mun ity and primary health­care platforms, along with 
the addition of an extended range of community and 
hospital­based secondary and tertiary services. 
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Figure 8: Mental health service components relevant to low-resource, medium-resource, and high-resource settings156,176
Community
(provided across relevant sectors) 
• Basic opportunities for occupation/ 
employment and social inclusion
• Basic community interventions to promote 
understanding of mental health
• Interventions to reduce stigma and promote 
help-seeking
• Range of community-level suicide prevention 
programmes (eg, reduce access to pesticides)
• Early childhood and parenting intervention 
programmes
• Basic school-based mental health programmes
• Promotion of self-care interventions
• Integration of mental health into 
community-based rehabilitation and 
community-based inclusive development 
programmes
• Home-based care to promote treatment 
adherence
• Activating social networks
Primary health care
(provided by general primary care 
workers)
• Case identification
• Basic evidence-based psychosocial 
interventions
• Basic evidence-based pharmacological 
interventions
• Basic referral pathways to secondary care
Secondary health care
(provided in general hospitals)
• Training, support, and supervision of 
primary care staff
• Outpatient clinics
• Acute inpatient care in general hospitals 
• Basic referral pathways to tertiary care
Tertiary health care
(provided by mental health specialist 
services)
• Improve quality of care in psychiatric hospitals
• Initiate move of mental health inpatient 
services from psychiatric hospitals to general 
hospitals
• Initiate closure of long-stay institutions and 
develop alternatives in community settings
• Establish means of licensing all practitioners 
treating people with mental disorder, 
including non-formal care facilities
• Range of evidence-based psychological 
treatments
• Ensure compliance with relevant human rights 
conventions
• Initiate consultation-liaison services in 
collaboration with other medical departments 
and improve physical health care of people in 
mental health services
and and and
Low-resource settings
Community
Services as provided in low-resource settings 
and:
• Coordinated opportunities for occupation/em-
ployment and social inclusion
• Coordinated community interventions to 
promote understanding of mental health 
• Coordinated interventions to reduce stigma 
and promote help-seeking
• City-wide and district-wide coordination of 
integrated mental health-care plans 
• Attention to mental health in policy across all 
sectors
• Range of independent and supported 
accommodation for people with long-term 
mental disorders
• Drug and alcohol use prevention programmes
• Range of services for homeless people with 
mental or substance use disorders 
• Community-based rehabilitation for people 
with psychosocial disabilities
Primary health care
Services as provided in low-resource settings 
and:
• Equitable geographical coverage of mental 
health care integrated in primary care 
• Coordinated, collaborative care across service 
delivery platforms
• Comprehensive mental health training for 
general health-care staff
Secondary health care
Services as provided in low-resource settings 
and:
• Multidisciplinary mobile community mental 
health teams for people with severe mental 
disorders
• Integration of mental health care with other 
secondary health care (eg, maternal and child 
health, HIV)
Tertiary health care
Services as provided in low-resource settings 
and:
• Consolidate move of mental health inpatient 
services from psychiatric hospitals to general 
hospitals
• Basic range of targeted specialised services 
(eg, for children and young people, older 
adults, forensic settings)
• Consolidate consultation-liaison services
and and and
Medium-resource settings
Community 
Services as provided in low-resource settings 
and:
• Intensive opportunities for 
occupation/employment and social inclusion
• Intensive community interventions to 
promote understanding of mental health 
• Intensive interventions to reduce stigma and 
promote help-seeking
• Full range of independent and supported 
accommodation for people with long-term 
mental disorders
• Range of evidence-based services in 
community platforms (eg, in schools, colleges 
and workplaces)
• Intensive drug and alcohol use prevention 
programmes
• Intensive childhood and parenting 
intervention programmes (eg, life-skills 
training)
• Intensive community-level suicide prevention 
programmes (eg, reduce access to means of 
self-harm, hotlines, media training)
Primary health care
Services as provided in low-resource settings 
and:
• Full geographic coverage of mental health care 
integrated in primary care
• Collaborative care model with specialists 
supporting primary care practitioners
Secondary health care
Services as provided in low-resource settings 
and:
• Full range of evidence-based psychosocial 
interventions delivered by trained experts
• Full range of evidence-based pharmacological 
interventions available
Tertiary health care
Services as provided in low-resource settings 
and:
• Complete move of mental health inpatient 
services from psychiatric hospitals to general 
hospitals
• Full range of targeted specialist services (eg, 
for early intervention for psychoses, for 
children and young people, older adults, 
addictions, and forensic settings)
and and and
High-resource settings
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In high­resource settings, the balanced care model 
proposes that each of these four platforms (community 
and intersectoral interventions, and primary, second­
ary, and tertiary health care) is strengthened in terms 
of coverage, degree of specialisation (for example, 
early intervention teams for people in the first epi­
sode of psychosis178), and in a fuller range of evidence­
based interventions provided, delivered in an integrated 
manner. 
This model envisages that there is a progressive trend 
across the range of resource settings for diverse delivery 
platform components—for example, from initiating, 
developing, and then consolidating the move of inpatient 
wards from psychiatric hospitals to general hospitals. 
Where institutions remain a major form of service 
provision, a structured process of moving people into 
community settings is a priority. 
Interventions to increase help-seeking and demand for care
The low demand for mental health interventions (in­
cluding follow­up and adherence to care) is the con­
sequence of a range of barriers. In addition to the lack of 
supply of reliable, quality services, other notable barriers 
include the stigma attached to mental disorder179 and 
the differing explanatory models for mental health ex­
periences in diverse populations. For several mental 
disorders, evidence shows that only about half of the 
people living with these disorders wish to seek help. For 
example, global studies37,180,181 done by the World Mental 
Health Survey consortium have shown that only 41% of 
people with anxiety, 57% of people with depression, and 
39% of people with substance use disorders report that 
they have a mental health difficulty. Evidence is emerging 
on how to address these barriers, including through 
interpersonal contact with people with mental disorders, 
engagement of people with mental disorders in all 
aspects of mental health care, and use of multimodal 
community interventions that incorporate contextual 
understandings and narratives of mental health and 
disorder to increase the detection of mental disorders, 
demand, and help­seeking for mental health care 
(appendix p 9, panel S9: The PRIME­CIDT program, 
Nepal).182­184
Interventions based on the core principle of inter­
personal contact are the strongest evidence­based 
method for reducing stigma and discrimination, and 
therefore for promoting the human rights of people with 
mental health problems. These interventions rely on 
creating opportunities for either direct or virtual contact 
with people with experience of mental disorders,172 and 
can be targeted to specific groups in the community 
(eg, health­care staff). For young people, interpersonal 
contact is most effective when done in educational 
settings.172 Such antistigma campaigns have been scaled 
up in some high­income countries (appendix p 8, panel 
S8: The Time to Change programme, UK). Emerging 
evidence also shows that culturally adapted interpersonal 
contact interventions can be effective in reducing stigma 
in LMICs.185 Such measures to reduce stigma should 
be a core component of a much broader strategy that 
emphasises freedom from discrimination, the active 
promotion of human rights, and social inclusion and 
participation.
In the past three decades, the demand for meaningful 
participation by patients and family members in all 
aspects of shaping mental health policies, and in 
planning, delivering, quality assurance, and evaluation of 
services has increased steadily. This increased participa­
tion is a practical manifesta tion of the slogan “nothing 
about us without us”. Three main types of patient 
involvement have been described: consultation, col­
laboration, and patient­controlled initiatives. Specific 
consumer­led inter ventions include crisis plans, advance 
statements, and advance directives. These methods 
formalise the priorities and preferences of patients 
during the formulation of care plans and have been 
shown to be effective under some circumstances in 
reducing compulsory admission to psychiatric hospital.186 
Decision aid tools are structured approaches to support 
decision making by patients (in consultation with staff)—
for example, when choosing between treatment options, 
or when deciding to disclose a history of mental illness.187 
An overarching theme connecting these elements is the 
concept of recovery.
In many communities, the widely varying explanatory 
models of mental health and disorder (eg, that they are 
equivalent to social suffering or are the result of moral 
weakness, or spiritual or religious misfortune) lead to 
low levels of self­recognition or detection by health 
workers. Innovative strategies for educating health 
workers and communities that integrate biomedical and 
contextually appropriate understandings and messages 
improve detection of common mental disorders and 
enhance demand for health care (appendix p 5, panel S5: 
The VISHRAM program, India).
Application of interventions across the life course
The reframed mental health system that we envision 
for the future encompasses interventions related to 
prevention and treatment of mental disorders, and is 
applied at key developmental stages across the life 
course. This vision also emphasises that a focus on the 
distributional equity of resources is needed to avoid re­
sources being delivered largely to well resourced pop­
ulations (eg, urban populations), and that inter ventions 
should be used purposefully to redress social disparities 
and disadvantage. Although we have pre sented inter­
ventions for each of the key stages of the life course, we 
emphasise that a joined­up package of effective inter­
ventions for prevention and treatment through the life 
course can have substantial population­level benefits 
on the burden of depression (panel 8) and represents 
excellent value given the burden and impact of mental 
health problems.
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Perinatal period and childhood
Several compelling arguments can be made for prioritising 
child and youth mental health. First, acting early in the life 
course is key to preventing mental health problems later in 
life because most mental disorders in adult life have their 
onset in childhood. Second, the combined mental and 
substance use disorders among children and youth are the 
sixth leading cause of DALYs (accounting for 6% of total 
disease burden in this age group) and are the leading cause 
of disability in terms of years lost due to disability, 
equivalent to a quarter of disability in young people aged 
10–24 years worldwide (27%).192 Third, neurological 
changes during the sensitive periods of childhood and 
adolescence provide opportunities to positively affect 
the developing brain. Fourth, childhood neglect, mal­
treatment, and deprivation are strong risk factors for 
future mental and physical health problems (figure 9).193 
Finally, globally, child and youth mental health services—
and funding for these services—are lacking.40 Young 
people access mental health services less frequently than 
any age group because of underdetection, poor aware­
ness and help­seeking, and insufficient priority in policy 
frameworks.194
Acting early is likely to be the most promising invest­
ment in population mental health for the following 
reasons. First, early recognition of mental health prob lems 
or risk factors, such as parental mental illness, is com­
patible with a clinical staging approach, which emphasises 
early stages of mental illness, contributing to a strong 
preventive focus. Second, early recognition can contribute 
to tackling stigma associated with mental health and 
promote timely help­seeking, with improved probability of 
favourable outcomes. Third, special attention to early 
interventions in high­risk groups, such as children affected 
by violence, abuse, mal treatment, or poverty, can contribute 
to re duction in disparities in mental health. Fourth, 
investing in child and youth mental health is not only an 
economic requirement, but also a moral imperative. 
Panel 8: Realising the gains of scale-up—the case of depression
As a complement to real-world evaluations across different 
geographical and service settings, modelling techniques can 
inform estimation of the expected effects of mental health 
programme scale-up.188 To show the potential health effects of 
scaled-up action across the life course, the Commission has 
assessed the comparative effects of a set of scaled-up treatment 
and prevention strategies using depression as the index 
disorder because of its prevalence throughout the life course, 
the disease burden it accounts for at the population level, and 
the availability of effective interventions. We assessed seven 
intervention strategies: caregiver or parental skills training, life-
skills training in schools, wellness programmes in the 
workplace, social participation of older adults in the 
community, psychological treatment for perinatal depression, 
psychological treatment for depression in adults, and 
pharmacological treatment for depression in adults (appendix p 
30, table S2: Effectiveness of depression prevention and 
management strategies over the life course). This intervention 
set is evidently illustrative of best practice rather than 
exhaustive. For each intervention, a consistently high 
intervention coverage of 80% was used to enable like-with-like 
comparison of population-level effects.
Population-level health effects were generated for each year 
from 2015 to 2030, with final year estimates subsequently 
expressed as a proportion of the total and age-specific disease 
burden attributable to depression, as reported for each country 
in WHO’s Global Health Estimates for 2015. The strategic 
planning OneHealth tool, the mental health module of which 
has been applied to several previous analyses and country 
settings,189 was used for the population modelling.190 We did 
the analysis for a range of geographical and income settings 
with diverging demographic and socioeconomic profiles, 
including low-income countries in Africa (eg, Ethiopia and 
Tanzania), lower-middle-income countries in Asia (eg, India 
and Indonesia), upper-middle-income countries in the Americas 
(eg, Brazil and Mexico), and high-income countries in Europe 
(eg, France and Germany). Population figures for each country 
are taken from the UN Population Division, and age-specific 
and sex-specific depression prevalence estimates are derived 
from the Global Burden of Disease 2015 study.191
Results of the population-level depression modelling are shown 
in the appendix (p 31, table S3: Estimated population-level 
impact of scaled-up depression interventions). When delivered 
at scale (80% coverage), healthy life-years gained per 1 million 
population in the year 2030 range from less than 5 (caregiver 
skills training for children aged 5–9 years) to more than 1000 
(long-term pharmacological treatment of recurrent depression 
in adults aged 20–59 years), reflecting the relative prevalence of 
depression at different ages, the relative size of the target 
group, and the relative size of intervention effects. Life- skills 
programmes for enrolled school students aged 10–19 years can 
generate over 250 healthy life-years per 1 million population, 
and wellness programmes in the workplace and social 
participation programmes for those aged 60 years or older lead 
to less than 50 healthy life-years per 1 million population. 
Treatment of perinatal depression on an episodic basis 
generates close to 20 healthy life-years per 1 million 
population; by comparison, treatment approaches that also 
proactively identify people at risk and thereby prevent the 
onset of depressive episodes have population-level effects that 
are at least three times greater (76 healthy life-years per 1 
million population). Similarly, but for a much larger target 
group of all adults aged 20–59 years, proactive psychological 
and pharmacological treatment programmes have the 
potential to generate three to five times the health gain of 
programmes that manage depression cases solely on an 
episodic basis because they avert a proportion of recurrent 
episodes that would otherwise have occurred.
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Increased funding for child and youth mental health care 
can positively affect future unemployment and reduce use 
of welfare benefits and contact with criminal justice.40
Investment in young children’s development has 
positive long­term outcomes, improving health, human 
capital, and wellbeing across the life course.195 Given the 
brain’s plasticity, the perinatal period and early childhood 
are crucial periods for healthy development and later 
mental health.
In terms of prevention, genetic counselling, screening 
newborn babies for modifiable risk factors, and reducing 
maternal alcohol use can prevent intellectual disability. 
Preventive interventions focusing on maternal mental 
health, mother–infant interaction, and play and stimula­
tion, have positive long­term benefits for both infants and 
mothers.196 Interventions that promote early initiation of 
breastfeeding, close physical contact with the mother 
(eg, kangaroo mother care), and enhance maternal re­
sponsiveness, contribute to secure attachment and have 
been associated with an increase in bonding indicators 
such as infant–mother attachment at 3 months and infant 
growth.196 Such programmes focusing on the early inter­
action between newborn babies and their caregivers, and 
particularly improving sensitive responsiveness, can also 
reduce the risk of child maltreatment.197 Additionally, 
parent education and multicomponent interven tions 
(which typically combine family support, preschool 
education, parenting skills, and child care) also show 
promising effectiveness in preventing child maltreatment 
and reducing mental health problems in children exposed 
to adversities and for children affected by armed conflict.198
A meta analysis199 of 193 studies reported that maternal 
depression was significantly associated with increased 
internalising (eg, anxiety disorders) and externalising 
(eg, attention deficit hyperactivity disorder [ADHD], 
conduct disorder) mental disorders among their 
children.199 A correlation has also been shown between 
post­traumatic stress disorder symptom severity in 
parents and psycho logical distress in their children. 
Strong evidence exists for the effectiveness of inter­
ventions for maternal mental disorders in reducing 
internalising and externalis ing problems, and preventing 
the onset of childhood mental disorders.200 Screening for 
women at risk of antenatal and postnatal depression and 
providing effective interventions to promote recovery are 
therefore important interventions for preventing mental 
disorder in their offspring.167 Home visiting programmes 
for new mothers and their babies integrate the detection 
and treatment of maternal depression, including the 
delivery of psychosocial interventions, within routine 
prenatal care and postnatal care services.167
Parenting and child welfare interventions are key 
investments for breaking toxic cycles of transgenerational 
transmission of violence, poverty, and mental illness. 
For example, a psychosocial stimulation and parenting 
support intervention among growth­stunted toddlers led 
Figure 9: Protective factors and risk factors in the early life course
Mentally healthy
Poor mental health
At risk
M
en
ta
l h
ea
lth
 d
ev
el
op
m
en
t
Preconception
• Healthy parents
• Unwanted pregnancy
• Inadequate child 
spacing
• Inadequate 
prenatal care
• High-risk 
pregnancy
• Inadequate 
nurturing and 
stimulation
• Developmental 
problems
• Family, peer, 
and school 
problems 
• Behavioural 
problems
• Risk-taking 
behaviours
• Substance 
misuse
• Mother-infant stimulation
• Sensitive responsiveness
• Secure caregiver 
• Positive parenting
• Life-skills training
• Recreational activities
• Supportive peer groups
• Civic engagement
Perinatal and
postnatal period
Infancy School age Adolescence 
and youth
Prevention interventions
For example: promoting social 
networks and emotional 
competencies in school
Treatment interventions
For example: 
psychological treatments
Recovery 
interventions
For example: inclusive 
education
Life course
The Lancet Commissions
28 www.thelancet.com   Published online October 9, 2018   http://dx.doi.org/10.1016/ S0140-6736(18)31612-X
to substantial gains in adult functioning and labour 
market outcomes later in life.201 Within schools, life­skills 
training focusing on the development of social, emotional, 
problem­solving, and coping skills is considered best 
practice for building emotional and social competencies 
in children of all ages.202
In terms of treatment, care, and rehabilitation within 
low­resource settings, a basic package of interventions for 
children and young people could include parenting skills 
training programmes, which are effective for child­
ren with developmental, behavioural, and emotional 
prob lems (appendix p 10, panel S10: PPP and Incredible 
Years parenting interventions).203 Children with develop­
mental disorders and their families are best supported 
by community­based, family­focused rehabilitation pro­
grammes. The community­based rehabilitation model 
is a rights­based approach, building on the inherent 
strengths of the community and involving people 
with disabilities, family members, and volunteers. The 
approach should be supported by local health pro­
fessionals to facilitate inclusion in mainstream services 
when possible, tailored to local specific needs and 
resources. The evidence on community­based rehab­
ilitation programmes is mostly supportive of their 
acceptability and beneficial effects.129 The effectiveness of 
low­intensity parenting interventions for children with 
developmental disorders (such as the WHO Caregiver 
Skills Training Package) for delivery by task sharing in 
low­resourced settings is being assessed. Children with 
developmental disorders such as autism spectrum 
disorder can benefit from more specific parent­focused 
interventions (effective even when delivered by non­
specialists in LMICs).204 Within high­resource settings, as 
resources allow, psychosocial interventions with robust 
evidence for their effectiveness for specific conditions 
include cognitive behavioural therapy and family 
psychotherapy for anxiety disorder, conduct disorders, 
and ADHD.156 Although stimulant medications are 
effective treatments for children with ADHD, challenges 
in obtaining diagnostic assessments, and the risk of 
stimulant misuse in the absence of adequate regulation, 
limits the feasibility of their widespread use outside 
high­resource settings.203 Furthermore, child training 
interventions can reduce behavioural problems in school­
aged children.200
Adolescence
Late childhood and adolescence present further oppor­
tunities for ameliorating the effects of early disadvantage, 
building resilience, and reducing the harmful con­
sequences of conditions that have an onset in this period.205 
In terms of prevention, inequities (including those linked 
to poverty and gender) shape all aspects of adolescent 
health and wellbeing, calling for strong multisectoral 
actions to address these social determinants and offer 
second chances to the most disadvantaged people.205 
Family, parents, peers, school, and community can 
provide the crucial protective inner circle. Universal 
socioemotional learning (SEL) interventions in com­
munities and schools promote children’s social and 
emotional functioning, improve academic performance, 
and reduce risk be haviours, including smoking and 
teenage pregnancy.206 SEL interventions can be delivered 
by peers, teachers, and counsellors through integrating 
SEL into youth pro grammes or school curricula (appendix 
p 11, panel S11: The HealthWise program, South Africa). 
School­based programmes require teacher training, 
support, supervision, and attention to the school environ­
ment, suggesting that integration into a whole­school 
approach is preferred. Indeed, the most effective inter­
ventions use a whole­school approach in which SEL is 
supported by a school ethos and a physical and social 
environment that is health enabling, involving staff, 
students, parents, and the local community. Such inter­
ventions act directly by promoting self­efficacy and trust, 
and through reducing risk factors such as bullying.207 
Economic analyses indicate that SEL interventions in 
schools are cost­effective, resulting in savings from 
improved health outcomes and reduced expenditures in 
the criminal justice system.208
Effective prevention programmes for reducing drug and 
alcohol use among adolescents are generally compre­
hensive approaches that include antidrug information, 
training in refusal skills, self­management, and social 
skills. Suicidality among adolescents is a major public 
health concern because it is the second highest cause of 
death among young people globally.209 Multimodal 
programmes including community and school­based 
skills training for students, screening for at­risk young 
people, education of primary care physicians, media 
education, and lethal­means restriction offer the most 
promising prevention strategies (appendix p 12, panel S12: 
The Going Off, Growing Strong programme, Canada). 
Targeted or indicated preventive interventions focus on 
young people who have had experiences that increase their 
vulnerability to mental disorders or who show subthreshold 
symptoms. Interventions that promote coping and res­
ilience, including cognitive skills training, help to prevent 
the onset of anxiety, depression, and suicide.
In terms of treatment, care, and rehabilitation, mental 
disorders are the leading contributors to the burden of 
disease in adolescents, and approaches suitable for young 
people are needed to address the barriers to access that are 
unique in this developmental group.210 A comprehensive 
approach (appendix p 13, panel S13: The Prime Minister’s 
Youth Mental Health Project, New Zealand) should 
involve the active engagement of young people in the 
design and delivery of services, and offer a choice of low­
intensity and high­intensity interventions, including 
guided self­care delivered digitally and face­to­face 
interventions delivered in primary care or stand­alone 
youth friendly centres (which offer a one­stop service for a 
range of social and health concerns including mental 
disorders). Psychological therapies based on cognitive 
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and be havioural elements are effective for anxiety and de­
pression, and evidence supports the limited use of 
antidepressants for depression.203 Screening combined 
with brief interventions based on motivational inter­
viewing, cognitive­behavioural elements, or family sup­
port have the most consistent evidence for treatment of 
substance use problems.211 Treatment strategies could 
include replacing substance use with constructive and 
rewarding activities, improving problem­solving skills, 
facilitating improved interpersonal relationships (in­
cluding strengthening family relationships), encouraging 
young people to accept and stay in care, treating other 
co­occurring mental disorders, and addressing violence 
and child abuse. To improve access, quality, and continuity 
of youth mental health care, further development and 
investment in systems of care are needed. An example is 
the multidisciplinary and scaled­up headspace pro­
gramme in Australia (appendix pp 14–15, panel S14: 
the headspace program, Australia), which provides 
youth­friendly stepped care within a clinical staging 
framework.194 The literature is rapidly expanding on 
interventions at the prodromal stage of psychosis that use 
a staged care model75 and research is underway to tailor 
interventions for each specific stage, which could lead 
to personalised care for psychosis and other mental 
disorders.75
Adulthood 
Although most mental disorders have their origins early 
in the life course, they often become visible to health 
services in adulthood, with clinical phenotypes pre­
cipitated by stressful life events such as those related to 
interpersonal conflicts, financial hardships, and loneli­
ness. In old age, progressive neuronal loss leads to mild 
cognitive impairment and neurodegenerative pathologies 
can lead to the onset of dementias.
A review212 of the evidence reported that anxiety and 
depression can be prevented, and that methods to 
prevent first­episode psychosis appear promising. Even 
though the effect sizes identified were small, these 
can have meaningful effects at the population level. 
Organisational level interventions can promote mental 
health in the workplace, including mental health 
consistent workplace policies (eg, on bullying and 
enabling access to screening and cognitive behavioural 
therapy for symptoms of depression and anxiety), and 
mental health training for managers can reduce sickness 
absence.213 The evidence from low­resource settings is 
limited, although there is promising evidence for the 
SOLVE package, developed by the International Labour 
Organization, which focuses on integration of stress 
reduction and awareness of alcohol and drug misuse into 
occupational health and safety policies.214 Interventions to 
prevent alcohol and drug misuse include limiting their 
availability through taxes and measures to control price 
(eg, market regulations and setting minimum prices 
together with measures to prevent price discounts); 
limiting sales, advertising, and promotion; implementing 
national policies that reduce legal blood alcohol content 
for drivers; and enforcing minimum drinking ages.215
The limited evidence of the effect of interventions 
targeting social determinants of mental disorders shows 
that interventions for poverty reduction, especially in 
LMICs, including conditional and unconditional cash 
transfers, microcredit (lending small amounts of money 
at low interest rates to new businesses or to tide over 
acute debts), and asset promotion programmes have 
positive effects on mental health. Examples include the 
Kenyan un conditional cash transfer programme for rural 
house holds that led to reductions in domestic violence, 
improvements in adult psychological wellbeing, and 
reductions in salivary cortisol;216 the Ugandan asset 
promotion programme that reported improvements in 
the self­esteem of adolescents orphaned by AIDS;217 
unconditional cash transfers for criminally engaged 
young men in Liberia that led to reductions in violent 
behaviour and criminality; and unconditional cash 
transfers among urban young people in Kenya that led to 
reduced odds of depression in young men.218 Such 
financial poverty alleviation interventions could improve 
nutrition, use of health care, parenting, income, and food 
security, and can provide opportunities for further 
education and serve as a buffer against negative life 
events.219 However, not all financial poverty alleviation 
interventions have shown benefits; one study220 reported 
that short­term loans in South Africa increased the 
amount of perceived stress in study participants. 
Additionally, concerns have been raised regarding the 
conditional nature of some cash transfer programmes—
for example, negative outcomes for loans and some 
forms of microcredit.221
A wide range of interventions have been shown to be 
effective for the treatment of mental disorders or 
substance use disorders in adults. Effective interventions 
range from brief psychosocial therapies for common 
mental disorders to antipsychotic medication for 
psychoses, mood stabilisers for bipolar disorder, and 
antidepressant medication for depression. Screening and 
brief interventions with components of feedback and 
motivational enhancement, medical detoxification, and 
the use of medications to prevent relapses form the range 
of interventions for substance use disorders.222 Mutual 
and self­help organisations can contribute to recovery 
from substance use disorders. Opioid substitution 
therapies are recommended for harm reduction in opioid 
dependence, including physical health problems and 
overdose.
The emergence of chronic conditions, mostly non­
communicable disorders but also HIV/AIDS, as the 
leading causes of the burden of disease globally 
offers a unique opportunity for integration of mental 
health care in these platforms (eg, settings such as 
schools, health facilities, or workplaces where health­
related interventions can be delivered).223,224 Health­care 
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systems that have traditionally focused on acute care 
need to be re­engineered for the care of people with 
chronic con ditions. Underpinning the chronic care 
approach are the following factors: the recognition that 
many mental disorders are chronic; mental and physical 
health con ditions often co­occur with common ante­
cedents and consequences (appendix p 27, figure S2: 
Shared determinants, interactions and actions for long 
term mental and physical conditions); the treatment of 
co­occurring mental disorders can also improve the 
outcomes of physical conditions; and the risk factors for 
premature mortality in people with severe mental 
disorders are largely cardiovascular, metabolic, and 
pulmonary, and so integrated care could also reduce 
avoidable premature mortality in people with mental 
disorders.152,225
A specific delivery model for the integration of mental 
health in primary health­care platforms, and for the 
management of multiple morbidities, is collaborative care 
(appendix p 16, panel S15: The TEAMcare model, USA).226 
Task­sharing innovations can be embedded in routine 
care primarily through a collaborative care approach, in 
which the lay or community health worker takes the role 
of case manager who coordinates care with the primary 
care provider and with specialists.227 Rather than taking a 
disease­specific, vertical approach, integrated care adopts 
a person­centred approach, providing continuity of ser­
vices after initial diagnosis for as long as necessary 
(appendix p 32, table S4: Benefits of delivering mental 
health care within integrated care).156 The active in­
gredients of the integrated and collaborative care models 
are screening to identify cases; promotion of self­care; 
provision of psychosocial interventions and adherence 
management; support of visiting mental health pro­
fessionals; and active patient monitoring and follow up, 
including (for people with severe mental disorders) 
rehabilitation, referral to community agencies, and health 
promotion (appendix p 17, panel S16: Universal mental 
health coverage, Peru).228 Examples that show the feasibility 
of planning and providing care at the system level 
(including integrated primary health care, district and 
national multistakeholder involvement, capacity building, 
policy support, and training and supervision for clinical 
staff) are the Programme for Improving Mental Health 
Care229 and the Emerging Mental Health Systems in Low­ 
and Middle­Income Countries programme230 in several 
countries in sub­Saharan Africa and Asia.
A variant of integrated care for people with serious 
mental disorders entails bringing medical services to the 
psychiatric hospital; this model of care has been used in 
Rwanda where HIV services were integrated into 
psychiatric care at tertiary hospitals, enabling patients 
to receive testing and treatment in the hospital and also to 
return for psychiatric care and HIV care during outpatient 
visits (appendix p 18, panel S17: Integrated HIV care for 
people with mental disorders, Rwanda). Interventions to 
support work and vocation, such as the US’s Clubhouse, 
which builds liveli hood skills and social support (appendix 
p 19, panel S18: The Clubhouse model), and the individ­
ual placement and support programmes are essential 
com ponents of a comprehensive response to the goal 
to achieve inclusion for people with serious mental 
disorders.
Later life
Healthy active ageing is an attainable goal, already 
achieved by many, even in the presence of adversity such 
as declining health, increasing functional limitation, 
bereavement with loss of lifelong partners and friends, 
and social isolation. In terms of health promotion, 
mental health and wellbeing among older people cannot 
be separated from general health and functioning and 
social welfare. Health promotion across the life course, 
chronic disease prevention, optimisation of functioning 
and enabling participation, and improving the quality 
and accessibility of general health care are highly relevant 
to improving mental health in older people. The actions 
required to achieve progress are encompassed in the 
WHO Global Strategy and Action Plan on Ageing and 
Health (2016–20)231 and include aligning health systems 
to the needs and human rights of older people, 
developing age­friendly environments, and strengthening 
long­term care. Within each of these areas, the need to 
empower older people, respect and promote auton­
omy, and strive for effective and comprehensive social 
protection against the economic and health risks is 
important.
Chronic diseases and associated disability, the pre­
valence of which increases with age, are by far the most 
important risk factors for the onset of late­life depression. 
Such multimorbidity among older people is a major 
driver of health and social care costs, and a substantial 
challenge to the design and delivery of health­care 
services that meet the needs of older people.232 
Interventions to prevent chronic diseases, such as those 
that promote smoking cessation and reduce hyper­
tension, should have secondary benefits in reducing the 
incidence of depression. The rate of deaths from suicide 
is higher in older people than in other age groups, and 
suicide attempts have a high case fatality; low mood 
together with physical illness, pain, and social 
disconnectedness are the main associated factors.233 
Suicide prevention efforts require improved detection 
and treatment of depression (awareness among 
community gatekeepers, education of health­care pro­
fessionals, and indicated screening) and systematic 
assessment and management of all suicide attempts; 
additionally, telephone contacts to engage vulnerable 
older people is a promising strategy.233 Presence of 
functional impairment has been used to target older 
people with subsyndromal depression who are likely to 
progress to clinical episodes, and provision of low­level, 
stepped­care interventions seem to be cost­effective 
under these circumstances.233
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Dementia prevalence doubles with every 5­year increase 
in age, and is the dominant contributor to the mental 
disorder burden in older people.232 The diagnosis gap for 
dementia is as high as 50% in many high­income 
countries and can exceed 90% in LMICs. Reviews of 
modifiable risk factors for dementia support a causal role 
for reduced education, midlife hypertension, smoking, 
physical inactivity, and diabetes across the life course.130 
Reinvigorated preventive efforts to reduce exposure to 
these risk factors can yield important and widespread 
health benefits for older people in ageing populations. As 
many as a third of dementia cases could be preventable,234 
with tentative evidence of declining incidence shown in 
some high­income countries.235
Most interventions for mental disorders in adults are 
applicable to older people, although medication doses 
might need to be reduced and the risk of side­effects and 
drug interactions could restrict options for some. Low­
intensity psychological interventions with efficacy across 
the spectrum of severity should be prioritised as the 
first phase of stepped care for depression.236 Behavioural 
activation, focusing on renewed engagement in pleasurable 
activities and increased social participation, is a promis­
ing therapeutic option and could have transdiagnostic 
applications; behavioural activation is helpful for patients 
with depression as well as dementia and shares common 
elements with cognitive stimulation therapy (appendix 
p   20, panel S19: The IMPACT program, USA).237
The progressive course of dementia cannot be altered 
through therapeutic intervention, but symptomatic treat­
ments and support are helpful. Acetylcholinesterase 
inhibitors and cognitive stimulation can improve aspects 
of cognitive function. Education, training, and support 
reduce carer strain and psychological morbidity, and, in 
high­resource settings, delay or avoid transition into care 
homes.234 Such interventions could be more effective early 
in the disease course, and earlier diagnosis allows patients 
to participate in advanced care planning while they retain 
capacity to do so. Beyond these specific evidence­based 
interventions, the key principles of dementia care are 
similar to those for chronic disease care described earlier 
and include the need for care to continue from diagnosis 
to death, be holistic and person­centred, and be well 
integrated from primary to specialist care (and also 
between health and social care sectors).238 Emerging 
evidence supports the effectiveness of case management 
to coordinate care for people with dementia and their 
carers (appendix p 21, panel S20: The Kintun program, 
Chile); WHO’s iSupport is an example of an online training 
programme to support caregivers of people living with 
dementia.239
Governments and health systems around the world face 
a fundamental challenge—how to increase the very low 
coverage of diagnostic, treatment, and continuing care 
services, while maintaining or improving quality and 
keeping costs under control in the face of rising num­
bers of older people affected by mental disorders.238 In 
high­resource settings, the focus should be on increasing 
the efficiency of service provision through integration, 
coordination, and task sharing. Across most low­resource 
settings, specialist multidisciplinary care for older people 
has been slow to develop, and primary and community 
care are ill­equipped to offer age­appropriate services, 
including support for carers. In this context, WHO has 
released the Integrated Care for Older People, an 
evidence­based guideline for the assessment and 
management of common, and usually multimorbid, 
impairments, including cognition, mood, nutrition, mo­
bility, vision and hearing, and continence. The guidelines 
are designed for non­specialist health workers using 
home­based interventions for older people to prevent, 
reverse, or slow decline in intrinsic capacities.236
Interventions for vulnerable groups
A key focus of this Commission is redressing health 
inequalities and addressing human rights. Within the 
range of groups of people with mental disorders, specific 
groups of vulnerable people have greater need, including 
people in humanitarian emergencies, in institutions, and 
those who are both mentally ill and homeless.
People in humanitarian emergencies
The Inter­Agency Standing Committee Reference Group 
on mental health and psychosocial support in emergency 
settings was established in 2005 in the aftermath of the 
Asian tsunami to develop intersectoral normative guide­
lines and provide ongoing coordination for future 
emergencies. These guidelines recognise the need for 
protection and human rights standards, and to identify, 
monitor, prevent, and respond to threats through social 
and legal protection.240 The guidelines are designed to apply 
to disaster management, general health, education, water 
and sanitation, food security and nutrition, shelter, camp 
management, community development, and mass 
communication,33 and reinforce the minimum standards 
in the Sphere Project guidelines, which also include mental 
health standards.241 The guidelines use a stepped approach 
to care and detail: the promotion of wellbeing of the general 
population through basic security and services, and 
supporting family and community networks; non­
specialised worker delivered interventions104 for people 
requiring targeted individual, family, or group inter­
ventions to recover from their distress; and specialised 
services delivered by professionals to severely distressed 
individuals (appendix p 22, panel S21: Resources for mental 
health and psychosocial support in humanitarian settings).
A substantial body of evidence exists on effective clini­
cal interventions for people with mental disorders in 
humanitarian emergencies. The guiding principles inc lude 
reinforcement of existing community resilience, avoiding 
medicalisation of distress, pro active case identi fica tion with 
referral to appropriate interventions, integra tion into 
emergency medical and social care responses, and act­
ively promoting service use.242 A range of psycho social 
For the Sphere project see 
http://www/sphereproject.
com
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interventions, such as trauma­focused cogni tive behavioural 
therapy,243 narrative exposure therapy, and transdiagnostic 
psychological therapies244 (including those specifically 
targeted for children164), have some empiri cal support. 
Through these interventions, mental health and psychosocial 
support (MHPSS) are now more strongly aligned in the 
humanitarian context and other global mental health 
initiatives than previously. Import antly, people already 
living with mental disorders might be at particularly high 
risk during environmental or humanitarian disasters and 
special efforts could be needed to protect them from harm 
and to maintain therapeutic and other supports during 
a time of crisis. An active role for members of local 
communities and local authorities at every stage of 
organising mental health care in these contexts is essential 
for successful, coordinated action and the enhancement of 
local capacities and sustainability. A coordinated response 
should ensure that the response builds the foundation of a 
sustainable mental health­care system (appendix p 23, 
panel S22: The post­disaster experience, Indonesia).
People living in institutions
The evidence from deinstitutionalisation in high­
income countries is unequivocal—when hospital closure 
programmes have been done reasonably well, and not 
used as a reason to reduce the overall mental health 
budget, the overall quality of life, satisfaction, and met 
needs of people with long­term mental disorders who 
move from hospital to community care is improved.245 In 
terms of the overall global picture regarding de­
institutionalisation, community­based models of care are 
not inherently more costly than institutions, once the 
needs of individuals and the quality of care are taken into 
account.246 Yet such hospital closure programmes have 
proven to be slow and cultures of institutionalised care 
stubbornly resistant to change. This observation is true for 
most regions of the world but is a serious problem in 
relatively wealthy countries that have a legacy of large­
scale institutionalisation, such as eastern Europe.247 The 
WHO Mental Health Atlas shows little change since 2002 
in service structures in low­income countries,25 but some 
middle­income countries have shown a moderate shift 
towards develop ment of community care.
A major concern is that, in some countries, as the 
number of patients in mental hospitals has gone down, 
prisons are becoming modern day mental asylums. The 
number of people with serious mental disorders in US 
prisons—estimated at nearly 400 000 in 2014—is nearly 
ten times the number remaining in the nation’s state 
hospitals.248 Conditions in prison can exacerbate mental 
distress249 and release from prison often results in 
discontinuity of treatment and care.250 When intensive 
treatment options for people in psychiatric crises are few, 
prisons could serve as inappropriate replacement in­
stitutions.251 This finding reinforces the need to provide 
services in the community to support people with long­
term and complex needs252 and to provide appropriate 
mental health and substance abuse programmes in 
prisons that include a range of psychological, social, and 
medication­based therapies. The SDG call for universal 
health coverage should also apply to people with mental 
disorders in prisons and in other forms of detention.
Institutions large or small can operate with low 
standards of care. Indeed, the call to close the care quality 
gap is arguably as important as reducing the mental 
health treatment gap. Advocacy for improved institutional 
standards and respect for human rights is integral to 
quality care. Initiatives such as WHO’s Quality Rights 
Program26 that promotes the inclusion and empower ment 
of people with severe mental disorders, show the prin­
ciples and feasibility of change for the better (appendix 
p 24, panel S23: QualityRights Gujarat program, India). In 
addition to evidence­based measures to reduce admissions 
to hospital whenever possible, improving living conditions 
and care in institutions is a crucial goal as part of a 
balanced mix of services.253 Successful hospital reform 
requires sustained strategic leadership, a realistic time­
scale for a phased transition to a community­based pattern 
of care (in which running costs could briefly double while 
community services are initially established), and active 
support from the relevant governmental and municipal 
authorities, including housing and social services or 
insurance agencies.254
Homeless people
Homelessness is both a risk factor for, and a recognised 
consequence of, mental disorders, and it increases the risk 
of suicide.255 The prevalence of mental disorders is 
markedly raised among children and young people who 
are homeless.256 Addressing barriers to health care and 
social interventions in this diverse group of people can 
lead to lasting health gains.255 The provision of secure 
housing257,258 and focused substance use interventions, 
such as motivational interviewing, are effective in reducing 
mental health and substance use problems in people who 
are homeless. Provision of community­based support, 
such as assertive community teams or crucial time 
interventions for mental and substance use disorders, is 
associated with improved quality­of­life outcomes and 
reduced hospital admissions.257 Recognised interventions 
include Chez Soi or At Home, an example of a Housing 
First initiative in Canada, rehabilitation centres and 
community re­engagement in west Africa,259 and The 
Banyan’s Home Again programme in India (appendix 
p 25, panel S24: The Banyan, India).
The way forward
Considerable progress has been made in the global mental 
health agenda in the past decade, but much more needs to 
be achieved in all countries, especially in resource­poor 
settings, by overcoming the barriers already described. 
The sustainable development framework provides an 
opportunity to reframe mental health and make it an 
integral component of the broader global development 
For MHPSS see http://www.
mhpss.net
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agenda. Although mental health is explicitly recognised in 
SDG 3, all other SDGs have been conceptualised to be 
integrated and indivisible—progress on each SDG 
supports all others. Hence, the target of reducing the 
burden of mental disorders is supported by progress made 
on other goals and targets and vice versa. This two­way 
interaction is an important conceptual shift because 
mental health has always been isolated from mainstream 
efforts in health and development. This Commission sets 
out a new perspective to show how such integration is 
urgently needed, justified, and ready to be implemented. 
The previous sections of this Commission provide a 
historical overview of the journey to this milestone, 
propose three principles to reframe mental health in line 
with this paradigmatic shift, and identify the actions 
needed to make this a reality. In this final section, we 
present a way forward for transforming mental health 
globally within the SDG era.
The Commission strongly recommends a public health 
approach to the objective of promoting mental health and 
reducing the global burden of mental disorders within the 
sustainable development framework. Such a public health 
approach consists of actions aimed at protecting mental 
health for all, preventing mental disorders among people 
at high risk, and providing treatment and care to people 
with lived experience of mental health problems. This 
approach encompasses both policies and actions to create 
an environment that decreases risks and vulnerabilities 
while also developing and strengthening services to 
provide timely and comprehensive quality mental health 
care to people who need it. This approach follows the 
principles of being evidence based and supporting equity 
and human rights. We do not see a dichotomy between the 
public health and clinical approaches; indeed, we explicitly 
include delivery of clinical interventions as an integral and 
essential component of the public health approach.
The Commission fully endorses the objectives of WHO’s 
Mental Health Action Plan 2013–20 and goes beyond 
them, not least in aligning with the SDGs. We provide 
evidence for many of the actions recommended by the 
Action Plan, but importantly also identify innovative ways 
in which mental health can be reframed and these actions 
can be implemented in a variety of diverse settings. The 
Commission adds the how to the Action Plan’s what. The 
Commission fully recognises the diversity of settings 
across countries as well as within countries and suggests 
that its recommendations are implemented in an 
incremental manner depending on the starting point 
within a particular setting and the likely availability of 
human and financial resources.
Key messages and recommendations
1 Mental health needs to be reframed within the 
sustainable development framework
1.1 Mental health is a global public good
Mental health has often been considered as a concern 
exclusive to people with biomedically defined mental 
disorders. Although that focus continues to be im portant, 
mental health should be viewed as a universal human 
attribute and an indivisible component of overall health—
important to all people in all countries and at all ages. 
Indeed, mental health is a global public good. In its 
simplest conceptualisation, global public goods are those 
that should be accessible to all people worldwide, to present 
and future generations. No person should be excluded 
from a public good (non­excludable) and possession by one 
person does not deny it from others (non­rivalrous). Mental 
health is a crucial contributor to the concept of human 
capital, which is considered a key driver of the wealth of 
nations.49 The dimensional concept of mental health lends 
itself to identifying public policies that promote and protect 
mental health for all people, irrespective of the presence of 
a mental disorder, much more than the restrictive concept 
of dividing people into those who do not have a mental 
disorder and those who do. However, this proposal should 
not be interpreted as a rejection of categorical diagnoses 
and classification systems such as ICD, which remain 
useful and are indispensable for clinical practice. Applica­
tion of a staged model of care across the spectrum of 
severity can enhance the efficiency and effectiveness of 
services, overcoming some of the constraints of binary 
categories.
1.2 Mental health is the unique outcome of the interaction of 
environmental, biological, and developmental factors across the 
life course
Mental health is determined by multiple risk and pro tective 
factors interacting in a complex and dynamic manner over 
the life course, so that the mental health of each person is 
the product of a unique trajectory. Mental disorders have 
been known to be caused by social, biological, and genetic 
factors for a long time, but the most important advance in 
recent years is the evidence of brain development and 
plasticity throughout the life course, especially in the first 
two decades, which provides a convergent explanatory 
framework to explain how social determinants influence 
brain functioning and, ultimately, mental health, mediated 
by biological and genetic mech anisms. This convergence 
has substantial implica tions for promoting mental health 
during dev elop mentally sensitive periods, such as early 
child hood, adolescence, and old age.
1.3 Mental health is a fundamental human right
The sustainable development agenda is a rights­based 
framework. Countries agree that “enjoyment of the highest 
attainable standard of physical and mental health” is a 
right of every person;260 however, mental health is not 
included in the basic health­care package offered to people 
in most countries. Although a rights­based approach to 
mental health applies to all people, an equity perspective 
suggests that priority should be given to vulnerable 
populations. These populations include people affected by 
conflicts and natural disasters, and those living in extreme 
poverty. Groups of people who are discriminated against as 
The Lancet Commissions
34 www.thelancet.com   Published online October 9, 2018   http://dx.doi.org/10.1016/ S0140-6736(18)31612-X
a result of their sex, age, race, ethnicity, sexual orientation, 
disability, or beliefs are often vulnerable, requiring specific 
protection from risks to their mental health. A special case 
needs to be made for the rights of people with mental 
disorders because these rights are very often violated 
within communities and institutions such as mental 
hospitals and prisons. Strong safeguards exist within UN 
conventions such as the CRPD,261 but specific actions 
to ensure implementation of these conventions are in­
adequate. Consensus­driven operational guidelines and 
capacity for the realisation of CRPD should be urgently 
developed, keeping in mind the realities of diverse resource 
settings and the best interests of the beneficiaries.
2 Mental health care is an essential component of 
universal health coverage
2.1 The call for action to scale up services for mental disorders is 
still very much relevant
More than 10 years since The Lancet issued a call for action 
to scale up services for mental disorders in 2007,3 access to 
mental health services remains very poor and fragmented 
for most people in the world. Although effective inter­
ventions exist and affordable methods for their delivery 
have been shown to work, the scale­up of quality mental 
health services has not happened in most countries. 
Therefore, this Commission re­emphasises the call for 
action to scale up mental health care with even more 
urgency. Mental health care should be included as an 
essential component of universal health coverage, and 
access to quality care and financial risk protection should 
be ensured. Inclusion of mental health within universal 
health coverage ensures that the concept of indivisibility 
of physical and mental health is operationalised and 
new silos are not created or perpetuated. As the 
40th anniversary of the Alma Ata declaration on health for 
all is celebrated, it should be ensured that mental health is 
fully integrated in primary health care. This goal will 
involve inclusion of mental health within the basic care 
packages within primary health care and within re­
imbursement and insurance schemes as a standard, not 
as an option. Appropriate attention needs to be placed on 
people with severe mental disorders, who often find it 
difficult to access care, including for physical health 
conditions. In view of the established evidence of the 
effectiveness of task­sharing strategies by non­specialist 
providers, this focus should form the foundation of the 
mental health­care system. However, such task sharing 
can only achieve its full potential with the active 
engagement of mental health specialists including psych­
iatrists. Such engagement requires an expansion in the 
roles of mental health specialists to include training, 
supervision, and coordination tasks. These revised roles 
would also ensure optimal use of specialists’ clinical 
expertise and consequent rationalisation of their clinical 
workload. A balanced care model should be used for 
scaling up services; specific elements of such a model for 
each of the resource settings are presented in figure 8. 
2.2 Anticipating and counteracting threats to mental health
Demographic change, particularly the increase in life 
expectancy and the rising number of young adults and 
older people, is a key transition; this change will put 
increased demands on mental health and related social 
care services. Increasing social inequities, unplanned 
urbanisation, changing family structures, and economic 
and employment uncertainties, coupled with large­scale 
migration due to war and climate change, pose their 
own challenges to global mental health. Child mal­
treatment and gender­based violence are common, 
enduring, and substantial contributors to poor mental 
health that are also exacerbated in the presence of these 
new threats. Policy actions should not only counteract 
these drivers of poor mental health (as described in 
recommendation 3·1), but should also simultaneously 
invest in the capacity of the mental health system to 
address the increase in the number of people who will 
need care.
2.3 Embracing technological solutions
Digital technology offers potential to bring about sub­
stantial changes in mental health care, including train­
ing and supporting providers, monitoring care practices, 
strengthening information systems, and promoting self­
help. Digital technology could be used to disseminate 
information about mental disorders through antistigma 
campaigns and offer platforms for sharing lived ex­
periences. Quality assurance and potential mental health 
risks of digital technologies are key concerns and further 
work is urgently needed on effective strategies to respond 
to these concerns. Further more, digital interventions 
should only be used as an additional tool, rather than a 
substitute for traditional approaches to mental health 
care, not least to avoid increasing in equities since the 
most vulnerable groups might not have access to these 
technologies.
3 Protecting mental health with public policies and 
development efforts
3.1 Actions on social determinants of mental health are 
crucial
The promotion of mental health and wellbeing, and the 
prevention and treatment of mental and substance use 
disorders, requires action on the other SDGs, and can 
also contribute to the achievement of them. Although a 
detailed discussion of these actions is outside the scope 
of this Commission, table 1 summarises some actions 
for the relevant SDGs.
3.2 Actions should target developmentally sensitive periods 
early in the life course
The evidence for the large effect of social determinants 
during childhood and adolescence on mental health 
and on the effectiveness of interventions to prevent 
men tal disorders during this phase of the life course 
should be acted upon. Early identification of risks and 
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vulnera bilities to mental health and delivery of evidence­
based inter ventions, such as life­skills curricula, par ent ing 
inter ventions, whole­school programmes, and pro tec t­
ion from neglect and violence, should be applied in all 
populations.
4 Strengthening public awareness and engagement of 
people with mental disorders
Engagement of civil society with mental health should be 
increased, in particular of people with lived experience of 
mental disorders. This engagement is likely to enhance 
both self­help and demand for services when needed. 
Social contact between people with and without 
experience of mental disorders is the central active 
ingredient to reduce stigma and discrimination,172 as used 
in many international and national campaigns.262 More 
people with lived experiences of mental disorders should 
be encouraged to be leaders, advocates, and peers to 
address barriers to accessing mental health care, social 
inclusion, and full citizenship.
Actions for protecting mental health
SDG 1: End poverty in all its forms 
everywhere
• Directing poverty alleviation interventions to people with mental disorders
• Providing welfare payments (basic income grant) for people in extreme poverty
• Providing financial protection to people and families with mental disorders
SDG 2: End hunger, achieve food 
security and improved nutrition, and 
promote sustainable agriculture
• Ensuring adequate nutrition to all children and pregnant women for optimum brain development
• Reducing prevalence of depression and anxiety through improved food security
SDG 3: Ensure healthy lives and 
promote wellbeing for all at all ages
• Integrating mental health promotion, prevention, and care across the life course within the context of national 
efforts to achieve universal health coverage
• Shifting mental health care from institutions to community platforms
• Developing and implementing a suicide prevention strategy
• Decreasing harmful use of alcohol and psychoactive substances
• Identifying and treating substance use disorders
SDG 4: Ensure inclusive and equitable 
quality education and promote 
lifelong learning opportunities for all
• Providing early child stimulation and school readiness programmes
• Integrating life skills in school curricula
• Identifying and assisting education of children with developmental disabilities early
• Tailoring education to the abilities and interests of children
• Providing lifelong learning to people with mental disorders to assist recovery
• Providing cognitive stimulation and learning to older adults to prevent and manage dementia
SDG 5: Achieve gender equality and 
empower all women and girls
• Preventing violence against women and children
• Ensuring that mental health services are gender-sensitive and specifically geared to address mental health problems 
in women, such as maternal depression and the consequences of violence
• Increasing support for caregivers, who are more frequently women
SDG 8: Promote sustained, inclusive, 
and sustainable economic growth, full 
and productive employment, and 
decent work for all
• Implementing mental health in the workplace programmes
• Providing social and occupational interventions and support for people with mental disorders and their families
• Assisting workforces affected by changing needs of industries, for example due to the growing role of technology
SDG 10: Reduce inequality within and 
among countries
• Providing welfare payments (basic income grant) for those in extreme poverty
• Reducing stigma and discrimination for people and families with mental disorders
• Promoting and increasing opportunities for social inclusion for people with mental disorders
SDG 11: Make cities and human 
settlements inclusive, safe, resilient, 
and sustainable
• Creating built environments that minimise the social determinants of poor mental health
• Ensuring safe use of chemicals, including pesticides, to prevent neurotoxicity, self-harm, and suicides
SDG 13: Take urgent action to combat 
climate change and its impacts
• Integrating psychosocial support in all humanitarian assistance related to natural disasters and other consequences 
of climate change
• Adding the voice of the mental health community to highlight the importance of climate change action, because of 
its effect on mental health
SDG 16: Promote peaceful and 
inclusive societies for sustainable 
development, provide access to justice 
for all, and build effective, 
accountable, and inclusive institutions 
at all levels
• Developing and implementing progressive laws related to mental health and human rights
• Preventing the incarceration of people with mental disorders in institutions (eg, prisons and institutions for the care 
of children)
• Implementing mental health programmes in prisons
SDG 17: Strengthen the means of 
implementation and revitalise the 
global partnership for sustainable 
development
• Showing the effect of mental health interventions on work in other sectors related to Sustainable Development 
Goals
• Developing and sustaining a partnership to transform mental health globally
Table 1: Actions for protecting mental health and wellbeing for the relevant Sustainable Development Goals
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5 Investments for mental health should be enhanced
5.1 National financing of mental health care
Countries at all income levels allocate a far lower proportion 
of their health budget to mental health care than is 
warranted on the basis of proportional burden and cost­
effectiveness estimates. Health budgets need to have an 
increased allocation of funds for mental health care; 
although the exact percentage can be arrived at after an 
assessment of needs along with other priorities, in general, 
LMICs should increase their mental health allocation to at 
least 5% and high­income countries to at least 10% of the 
total health budget.  This increase should be in addition to 
allocation for other developmental priorities that will also 
be supportive of mental health. Although additional 
resources are essential, immediate opportunities exist for 
more efficient and effective use of existing resources—for 
example, through the redistribution of mental health 
budgets from large hospitals to district hospital and 
community­based local services, the intro duction of early 
interventions for emerging mental disorders, and the re­
allocation of budgets for other health priorities to promote 
integration of mental health care in established platforms 
of delivery.
5.2 International development assistance should prioritise 
mental health
Mental health should be a priority within international 
development assistance, which currently contributes a 
pitifully small proportion to support mental health care 
in the least resourced countries, despite evidence of the 
cost­effectiveness of mental health interventions that 
compare favourably with other health and develop­
ment inter ventions. The past two decades have seen 
the emergence of several large foundations investing 
heavily in health and development and we call on 
these foundations to recognise the alignment between 
their current priorities and mental health (appendix 
pp 33–34, table S5, ).
5.3 A partnership for financing and investing in mental health is 
urgently needed
We call for a partnership for transforming mental health 
globally through the mobilisation, disbursement, and 
utilisa tion of funds and performing an accountability 
and oversight role, as described below. A partnership 
should include engage ment of UN agencies and develop­
ment banks, academic institutions with expertise in 
implementation and prevention relevant to mental health, 
the private sector (for example, technology and pharma­
ceuti cal industries), civil society organisations represent­
ing the voices of people with lived experience of 
men tal disorders, and policy makers from national and 
international agencies.
6 Innovation and implementation should be guided by 
research
Investments are needed not only to scale up mental 
health interventions but also to continue knowledge 
creation. A crucial opportunity for mental health science 
is the convergence of knowledge from diverse disciplines, 
Examples of priority mental health research in the Sustainable Development Goal framework*
Goal A: identify root 
causes, risk, and protective 
factors
• Understand how genetic, neurodevelopmental, and social risk and protective factors interact across the life course influencing 
mental health and mental disorders
• Understand the influence of gender on mental health and mental disorders across the life course
• Discover biomarkers for mental health and mental disorders
Goal B: advance prevention 
and implementation of 
early interventions
• Understand early stages in the development of mental disorders
• Identify novel interventions for prevention and early interventions targeting key determinants across the life course
• Identify sensitive and specific tools for early detection and improved diagnosis
Goal C: improve 
treatments and expand 
access to care
• Identify more effective pharmacological, psychosocial, and social treatment interventions, including those that are transdiagnostic
• Develop improved decision-making algorithms for diagnosis and for person-centred care (precision medicine)
• Design, evaluate, and compare delivery mechanisms for care, ensuring equity and quality
• Elaborate and test approaches for supported decision-making for mental health care for people with severe mental disorders
Goal D: raise awareness of 
the global burden
• Develop, evaluate, and disseminate effective methods for communicating the burden of mental disorders
• Develop, evaluate, and disseminate effective methods to increase the demand for mental health care
Goal E: build human 
resource capacity
• Identify skills needed by non-specialist care providers to deliver mental health care, and feasible and scalable ways to train, support, 
and supervise them
• Develop and evaluate innovations for synergising and integrating services delivered by human and digital methods
Goal F: transform health 
system and policy 
responses
• Identify the most feasible and effective ways to integrate mental health within universal health coverage in a variety of health 
systems
• Implement a comprehensive monitoring system to assess the determinants of mental health and the inputs and outputs of mental 
health services
• Evaluate the feasibility and impact of innovative financing mechanisms for mental health care (eg, social impact bonds and 
insurance schemes)
*The list of examples is intended to be illustrative rather than exhaustive.
Table 2: Research priorities for global mental health and sustainable development34 
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which offers the promise of new understanding of the 
nature of mental disorders and how they develop, more 
effective psychosocial and pharmacological interventions, 
and an understanding of how to implement these 
effective interventions at scale. For example, integrating 
genetics, neuroscience, and clinical disciplines could 
result in improved clinically meaningful phenotypes, an 
ability to detect disorders early, and the potential for 
uncovering new environmental and biological mech­
anisms as targets for intervention. Similarly, expertise 
from political, economic, and social sciences should be 
used to answer crucial questions around how to deliver 
interventions at scale. Efforts to scale up mental health 
interventions present an important opportunity to embed 
scientific research alongside the implementation of 
programmes. These research themes are aligned with 
the Grand Challenges in Global Mental Health34 that set 
the stage for the implementation science that has trans­
formed the evidence base of the field and whose broader 
goals have the potential to guide actions towards the 
achievement of the SDG targets on mental health 
and wellbeing (table 2). Research investments should 
be increased and coordinated across funders, and 
developments such as the emergence of the International 
Alliance of Mental Health Research Funders indicate that 
progress is being made. Early and continuous dialogue 
Proposed indicators Data source and availability
A: mental health determinants
A1: demographic • Whether or not legal frameworks are in place to promote, enforce, and monitor equality and 
non-discrimination on the basis of sex (SDG 5.1.1)*
• The World Bank and the Organisation for Economic 
Cooperation and Development; indicator under 
development
A2: economic • Proportion of population below the international poverty line (%), by sex, age, employment status, 
and geographical location (urban or rural; SDG 1.1.1)*
• Unemployment rate, by sex, age, and percentage of people with disabilities (SDG 8.5.2)*
• Income inequality (Gini index)
• The World Bank (134 countries)
• ILO (169 countries)
• The World Bank (100 countries)
A3: neighbourhood • Proportion of urban population living in slums, informal settlements, or inadequate housing (SDG 11.1.1)*
• Proportion of population that feel safe walking alone around the area they live (SDG 16.1·4)*
• UN Habitat (at least all low-income and middle-income 
countries)
• UNODC (63 countries between 2000 and 2010)
A4: environmental† • Proportion of population subjected to physical, psychological, or sexual violence in the previous 12 months 
(SDG 16.1.3)*
• Proportion of children aged 1–17 years who experienced any physical punishment or psychological 
aggression by caregivers in the past month (SDG 16.2.1)*
• UNODC (33 countries since 2010, physical and sexual 
violence only)
• UNICEF (73 countries)
A5: social or cultural† • Proportion of children and young people in grades two or three, at the end of primary, and at the end of lower 
secondary achieving at least a minimum proficiency level in reading and mathematics by sex (SDG 4·1·1)*
• UN Educational, Scientific and Cultural Organization 
(79 countries)
B: mental health systems and services
B1: governance • Existence of a national policy or plan for mental health in line with international and regional human rights 
instruments (MHAP 1.1)‡
• WHO Mental Health Atlas (158 countries in 2014)
B2: financing • Government expenditure on mental health (US$) • WHO Mental Health Atlas (41 countries in 2014)
B3: workforce 
capacity
• Mental health workers (number per 100 000 population) • WHO Mental Health Atlas (78 countries in 2014)
B4: service 
availability and 
provision
• Total mental health beds (number per 100 000 population), disaggregated by type of inpatient care facility 
including mental hospitals
• Mental health outpatient visits (rate per 100 000 population)
• WHO Mental Health Atlas (80 countries in 2014)
B5: service access 
and coverage†
• Proportion of people with a severe mental disorder who are using services (MHAP 2.1)‡ • WHO Mental Health Atlas (73 countries in 2014)
B6: service quality† • Proportion of discharged inpatients with severe mental disorder followed up in the community 
within 1 month
• WHO Mental Health Atlas (43 countries in 2014)
C: mental health outcomes and risk protection
C1: health, social, 
and economic 
outcomes†
• Suicide mortality (suicides per 100 000 population; SDG 3.4.2)*
• Harmful use of alcohol (litres of pure alcohol per capita; SDG 3.5.2)*
• Proportion of children under 5 years of age who are developmentally on track in health, learning, and 
psychosocial wellbeing by sex (%; SDG 4.2.1)*
• Subjective wellbeing (ladder score, 0–10)
• WHO (171 countries)
• WHO Global Information System on Alcohol and Health 
(190 countries)
• UNICEF (58 low-income and middle-income countries)
• World Happiness Report (153 countries in 2014)
C2: social and 
financial risk 
protection
• Proportion of population covered by social protection floors or systems, by sex, distinguishing children, 
people who are unemployed, older people, and people with disabilities (SDG 1.3.1)*
• Proportion of population with large household expenditures on health as a share of total household 
expenditure or income (%; SDG 3.8.2)*
• ILO (183 countries)
• WHO and the World Bank (120 countries by the end of 
2017); new mental health data are needed
SDG=Sustainable Development Goal. ILO=International Labour Organization. UNODC=UN Office on Drugs and Crime. MHAP=Mental Health Action Plan. *Indicators that are agreed SDG indicators (2016–30). 
†Indicators for these targets should be disaggregated by sex and age whenever possible. ‡Indicators that are agreed in the WHO Mental Health Action Plan (2013–20).
Table 3: Indicators for mental health and sustainable development
For the International Alliance of 
Mental Health Research 
Funders see http://iamhrf.org
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between researchers and policy planners is especially 
important in LMICs to ensure that the research done is 
relevant to the needs of the country and has a direct and 
immediate effect on policy and practice.
7 Strengthening monitoring and accountability for 
global mental health
7·1 A comprehensive monitoring mechanism for mental health 
should be implemented
Although WHO’s Mental Health Action Plan has a set of 
indicators and targets, these are insufficient for mon­
itoring the reframed mental health agenda proposed by 
this Commission. WHO’s Mental Health Atlas provides 
a unique source of comparable information from 
almost all countries, but has inadequate data on some 
variables and issues of quality since the information is 
collected exclusively from government sources. Steps 
should be taken to improve data coverage and quality in 
the WHO Mental Health Atlas. One of the specific 
indicators for monitoring mental health in SDGs (suicide 
mortality rate) tracks a very specific final negative 
outcome. For an all­round effect on global mental 
health within sustainable development, robust, long­
term, and comprehensive monitoring and accountability 
mechanisms are needed. The Commission has proposed 
a set of mental health and sustainable development 
indicators that cover not only key aspects of the mental 
health­care system itself but that also acknowledge the 
influence of external factors, such as poverty, inequality, 
and access to education. Over and above core indicators 
of mental health system capacity, provision, and out­
comes, we identified other indicators relating to domains 
of social and environmental determinants of mental 
health, for which widely available global data being 
collected for SDG or other reporting are available 
(table 3).
Reporting of these data can take more than one form. 
Most simply, a compilation of available data can be 
pulled together into a country profile, such as the WHO 
Mental Health Atlas. Such profiles do not provide 
information about overall performance relative to other 
countries or to agreed notions of better or worse 
performance or to inequities within the country. For that 
purpose, country­specific and subnational scores for 
selected indicators can be fitted to a common scale and 
then, if desired or justified, scores can be partitioned 
into categories of relative achievement or synthesised 
into an overall index, as has been done for human 
development or sustainable development itself.263–265 
Such a synthesis, however, is a highly simplified 
abstraction of what we have already argued is a complex 
system of influences and their interactions. Accordingly, 
the Commission considers it premature to produce a 
mental health system performance index, and instead, 
we present a preliminary investigation of the selected 
indicators that we consider have the most influence or 
predictive value for the SDG targets for mental health 
(panel 9).
7·2 Accountability frameworks for mental health should be put 
in place
Increased investments should be matched with strength­
ened accountability frameworks. WHO already has a 
Panel 9: Mental health and wellbeing: what are the key predictors?
On the basis of the Commission’s proposed set of indicators for 
monitoring mental health and sustainable development (table 
3), we did a quantitative analysis to identify which of these 
variables had greatest explanatory value in predicting the 
Sustainable Development Goal target of promoting mental 
health and wellbeing (as measured by surveys of subjective 
wellbeing). To account for the substantial amount of missing 
data (at random) across domains and countries, this analysis 
focused on indicators for which data are available for at least 75 
countries. Since many data points were still missing for even 
these indicators, we used a Markov chain Monte Carlo 
algorithm to impute values for missing country variables, then 
we averaged across multiple iterations to obtain one dataset. 
Given the anticipated multicollinearity between predictors 
(variance inflation factor >5 for eight of ten predictors), we 
used principal component analysis to extract five principal 
components with eigenvalues greater than 1 from the 
following domains:
• Mental health determinants: poverty, literacy, and income 
inequality component (47·88% of variance); employment 
and income inequality component (26·10% of variance)
• Mental health systems and services component (56·97% of 
variance)
• Mental health system goals: social and financial risk 
protection component (45·51% of variance) and suicide and 
alcohol consumption component (27·58% of variance)
We then used a least absolute shrinkage and selection operator 
regression model with the principal components as predictors 
of subjective wellbeing to enhance prediction accuracy and 
interpretability. Out of the five principal components of the 
indicators identified and profiled, key drivers of subjective 
wellbeing at the national level are the social and financial risk 
protection component of mental health system goals 
(standardised coefficient β=0·383), and the poverty, literacy, 
and income inequality component of mental health 
determinants (β=−0·362; goodness of fit R²=0·61, R²adj=0·588, 
R²reg=0·583, F(3,185)=32·39, p<0·001). These findings support 
a central hypothesis and argument of this Commission—that 
social and environmental determinants play a crucial part in 
shaping population-level mental health.
For the WHO Mental Health 
Atlas 2017 see http://www.who.
int/mental_health/evidence/
atlas/mental_health_atlas_2017/
en
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mechanism for reporting progress to its governing bodies 
against the agreed goals and targets of the WHO Mental 
Health Action Plan.25,266 Monitoring and accountability 
in an era of global mental health and sustainable develop­
ment needs an oversight body with a broad intersectoral 
representation and mandate. At the global level, this part 
could be played by the multisectoral partnership for 
transforming mental health globally (as proposed earlier). 
The partnership’s accountability function could be 
undertaken by a network of hubs, governed by a sec­
retariat, with specific expertise needed for supporting 
countries in the collection, analysis, and reporting of data, 
and could take on other roles, including priority setting, 
resource allocation, quality assurance, capacity building, 
evaluation of impact, and continued tracking of needs. 
Similarly, at the national level, accountability can be 
enhanced through an autonomous, intersectoral over­
sight body charged with similar tasks, with a focus on 
reducing mental health disparities within countries. The 
incorporation of mental health into the remit of existing 
accountability mechanisms, such as those established for 
child and maternal health or for non­communicable 
disease prevention and control, would be complementary 
to this approach. Additionally, existing UN Conventions, 
in particular those relating to the rights of the child and 
the rights of people with disabilities, provide a powerful 
basis for calling responsible authorities to account by 
use of established mechanisms for reporting on their 
implementation.
Conclusion
When world leaders adopted the SDGs, they were 
committing themselves to action on a much larger scale 
than ever before in the history of humanity. Promoting 
mental health, preventing mental disorders, and in­
cluding mental health care in universal health coverage 
are part of this agenda. Although “no health without 
mental health”267 is an important aspiration, the era of “no 
sustainable development without mental health” has 
begun. Mental health has remained in the shadows for far 
too long. Knowledge accumulated in the past two decades, 
and new international and national commitments made 
at the highest levels over the same period, have the 
potential to transform this situation. On the basis of this 
knowledge and opportunity, this Commission proposes 
that mental health needs to be reframed. Urgent action is 
needed to protect mental health and prevent mental 
disorders, alongside scaling up services to detect, treat, 
and support recovery of people with mental disorders. 
This action places mental health at the very centre of 
sustainable development in all countries and com­
munities, and for all people. To realise this vision, 
substantial and urgent investments are needed at 
international, national, and community levels not only 
within the health sector but also in other development 
sectors. Most importantly, a concerted and coordinated 
effort involving all the stakeholders concerned with 
realising the mental health aspirations of the SDGs is 
needed. We therefore call for a partnership to transform 
mental health globally, with engagement of key sectors 
concerned with mental health, both at the global and at 
country and subnational levels, and with the full 
involvement of people with the lived experience of mental 
disorders. We, the Lancet Com missioners on global 
mental health and sustainable development, believe that 
urgent action to fully implement our recommendations 
will contribute to the attainment of the health targets, and 
many other targets of the SDGs.
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